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ABSTRACT 
 
Gendered health inequalities are socially-determined and remain a public health concern 
among men. Traditionally ‘masculine’ characteristics (eg stoicism) are routinely implicated 
by research, but evidence of healthcare environments’ inaccessibility to men has been 
observed. Motorcycling is predominantly male, mainstream leisure and enjoyed by men 
of all ages and abilities. Motorcycling environments, stereotypically masculine, offer men 
social, although not always healthful rewards. Associations between men’s well-being, 
health and gendered social praxes are unclear because they are under-researched and 
effects of traditional (hegemonic) masculinity are often assumed. The study investigates 
those associations to establish what influences male motorcyclists’ (MMs) health-relevant 
behaviour, explore their understandings and expression of health and well-being, and 
examine convergence between their health, well-being and social practices. Its approach 
was ethnographic, mixed method and cross-sectional. Quantitative data were collected 
using a web-based self-administered survey available to MMs via diverse well-known 
webPortals (eg Motorcycle News) from July-December 2012 (N = 1752). Respondents, 
aged 16-77 years old, came from all four UK countries. Statistical analyses showed that, 
irrespective of age, MM’s average mental well-being (measured using the short Warwick-
Edinburgh Mental Well-Being Scale) exceeded English population norms for the same 
period. Statistically significant associations existed between well-being, marital status and 
advanced rider training. Age, alcohol use profile and ideological orientation towards 
traditional masculinity all shared statistically significant associations with riding speeds, 
and health-relevant behavioural and social risk-taking. Qualitative data were gathered 
concurrently from a randomly-drawn nested subset of 545 self-selected surveyed men (N 
= 33). Thematic analyses revealed MMs’ public health compliance influenced by three 
 
 
main drivers: prior ill-health exposure, homosocial edgework and competitive sport 
orientation. MMs’ health, well-being and social practices converged on complex trade-
offs between compliance, well-being, socially-identified cultural masculinity and risk-
taking norms. MMs favour proactive, informal, small-scale, innovative, action-oriented 
peer-led health-relevant self-help. This study is the first of its kind. 
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The Writing Style and Structure of this Dissertation 
Prior to starting my Introduction ‘proper’, I will explain my chosen writing style and offer 
guidance as to how this dissertation will be structured. As an ethnographer undertaking a 
sociological study of gendered health and well-being, I have used an active First-Person 
Singular writing style. This accords with various perspectives on academic writing (cf. the 
American Psychological Association’s Publication Manual, 2003; pp37-39). First-person 
styles are said to reduce potential ambiguities resulting from the use of the third-person 
by writers striving to produce an apparently more objective report (ibid). Mixed methods 
research, of which mine is an example, draws from different paradigmatic traditions 
(Chapter Six elucidates this fully). Yet, although the “intimate first-person subjectivity” is 
common in qualitative, rather than quantitative scholarship, established evidence favours 
harmonising both first- and third-person voices within a single mixed methods discourse 
(Zhou and Hall, 2018: 351; see also Johnson and Onwuegbuzie, 2004). Therefore, I adopt 
both voices to some degree, dependent on context, but predominantly the former. In 
respect of guidance on this dissertation’s structure, after Chapter Six (Methodology), the 
contents of chapters Seven, Eight and Nine broadly follow my three research questions, 
namely: quantitative, qualitative and mixed. The same pattern is repeated within Chapter 
Ten: Conclusions. 
 
Introduction (Topic and Context): 
In the early 1990s, the British government established strategic targeting of men’s health 
in primary care as a policy directive (Linnell and James, 2010, citing Department of Health 
(DH), 1993). Yet, gendered socially-determined inequalities in the UK still lack evidence 
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and strategically-effective local and national responses. This hinders the development and 
commissioning of targeted, impactful, economically-viable interventions (Baker, 2016; 
White et al, 2018). That position is exacerbated by the relocation of Public Health into 
local government and significant reductions in funding, which directly affects some of our 
most vulnerable male groups (White et al, 2018). Regardless, globally, men remain ‘hard 
to reach’ and unreceptive to public health messages (Davis et al, 2016; DH, 2002, 2011a). 
Health policymakers and researchers have looked to ameliorate these gaps using targeted 
community-based interventions (Lansley and Parnell, 2016: 262). These harness men’s 
leisure interests and chiefly include Men’s Sheds (mostly aimed at older adult males) and 
sports-led health intervention partnerships, which are typically football-focused and 
generally evaluated, although not consistently (Parnell and Pringle, 2016). Also, from a 
key stakeholders’ perspective, efficacy cannot be assumed (Martin et al, 2016:180). 
However, beyond football, there seems scant interest in identifying men’s leisure-related 
health access points, so the currently-trending football focus may risk tacitly excluding 
non-football-oriented men (see Robinson and Robertson’s exegesis of health promotion 
using “audience segmentation”; 2010a: 56; italics their own).  
 
Well-being literatures across diverse disciplines suggest most tend to be biased towards 
one or two elements out of “three major aspects of physical, social and psychological 
wellbeing” (Cronin de Chavez et al, 2005:70). I operationalise health, well-being1 and 
masculinity via predominantly sociological perspectives. This relates to my desire for 
deeper structural insights into the lived experiences and social contexts of men engaged 
                                                     
1 There are various forms of spelling used for the concept across the literature, but for the purposes of this 
research, I shall use ‘well-being’ except when quoting other authors where they have used the alternative 
spelling (wellbeing). It is similar for British and American uses of ‘s’ and ‘z’; my own preference will be the 
use of ‘s’. 
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in non-football-based yet populous, well-established, male-centric leisure environment. 
My research investigates interplays between men’s gendered social praxes and 
engagement with health, well-being and health promotion and asks what enhances their 
well-being.  
 
Men are consistently less likely (or fail completely) to seek timely healthcare for medical 
and psychological conditions (eg Galdas, Cheater and Marshall, 2005; Medina-Perucha et 
al, 2017; Springer and Mouzon, 2011; Yousaf, Grunfield and Hunter, 2015). And, both 
inequalities between men’s and women’s health, and the performance of traditional 
forms of masculinity are negatively implicated (Connell, 1995, 2005). Multiple variables 
affect men’s health help-seeking behaviour, such as: men seeking help for mental health 
must first acknowledge why they need it, and then overcome considerable internalised 
stigma before they act (House et al, 2018). And, substance use is associated with men’s 
self-management of inner distresses like anxiety, depression and post-traumatic disorders 
(eg, Pericot-Valverde et al, 2018; Smith et al, 2008; Turgoose and Murphy, 2018; 
Vujanovic et al, 2018). So, problems linking men, masculinity and mental health remain, 
despite key improvements in men’s physical healthcare and positive influences of more 
nuanced health promotion (Patrick and Robertson, 2016).  
 
Social constructionists see the performance of masculinity as temporally and culturally 
fluid: plural, rather than singular and unified (Connell, 2005). Traditional masculinity is 
implicated in the globally dominant and elite hegemony of men (Beasley, 2008). It often 
appears in pathogenic discourses, where ‘traditional masculinity’ is a reified source of 
medically-driven risk. European Perspectives on Men and Masculinities states, “men’s 
health cannot be understood outside their social context” (Hearn and Kolga, 2006:171; 
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Robertson, 2007), so it is vital to account for that when studying what influences men’s 
individual and collective health. Men’s health-relevant praxes and help-seeking resistance 
increase the gendered burdens of disease, and traditional masculinities are implicated in 
both. Traditionally masculine men endorse the ideology that men should bear certain 
characteristics (Thompson, Pleck and Ferrera, 1992). As clinical evidence associates men’s 
adherence to masculine norms and openness to help-seeking negatively, it is imperative 
to investigate relationships between masculinity ideology and men’s social identification 
(Berger et al, 2013).  
 
Well-known negative health implications linked to traditional masculinities may be 
exacerbated by cultural norms for overtly non-healthful behaviour eg smoking (Mao et al, 
2015), or men’s disinclination to voluntarily minimise health-related risks by reducing 
their own risky behaviours eg smoking, drinking alcohol (Maleki, Haghjoo and Ghaderi, 
2016). Sense-making modelled in one study of ‘lay’ men’s health perspectives outline a 
fundamental dichotomy, whereby men are caught in ‘push-pull’ dynamics along two axes: 
control and release, versus degrees of personal investment in compliance (Robertson, 
2006a). So, enacting masculinity traditionally elicits sociological ambivalence (Merton and 
Barber, 1963), leaving men to manage and resolve behaviourally internal dissonance 
between differing assumed, contradictory and paradoxical embedded social structures 
(Nowotny, 2011).  
 
Masculinity ideologies are internalised beliefs regarding the importance of conforming to 
culturally expected standards for male behaviour that underpin one’s conceptualisation 
of gender (Pleck, 1995). Motorcycling is marked by stereotypically traditional masculine 
ideologies that undergird its established, paternalistic and sometimes misogynistic gender 
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orders (cf. Ilyasova, 2012; Miyake, 2018; Quinn and Forsyth, 2009). Protective factors that 
enhance men’s well-being may arise from constituents of traditional masculinities most 
problematised in dominant risk-based health discourses. This achieves scant recognition 
from men’s health researchers. Health interventions work best when grounded in an 
understanding of men’s social contexts (Hearn and Kolga, 2006; Morgan and Ziglio, 2007; 
Robertson, 2007), so gaining insight into their motivations is vital. 
 
Social identification is associated with group membership, and group and/or individual 
identity (eg Ellemers, Spear and Doosje, 1999; Leach et al, 2008). It also helps to 
strengthen group processes, which can be used to improve mental health and ameliorate 
social disconnection (Haslam et al, 2016). Social identification is fluid, embodied as both 
cause and effect via evolving group identifications over time (Doosje, Spears and 
Ellemers, 2002). In it, ethnicity2 and ethnic practices3 are core elements that also 
influence men’s understanding and perception of risk (Johnson, 2004). Men’s health 
research rarely focuses on interplays between social identification and men’s gendered 
health, and my study will add unique and important contributions to existing knowledge. 
 
In terms of masculinity and social identification, my male research population occupies a 
primary male-dominated mainstream leisure community, established in the UK for well 
over a hundred years. Its varied groups are tribal, hierarchic (McDonald-Walker, 2007), 
most are ‘traditionally’ masculine and voluntary risk-taking is well-established. The 
evolution of motorcycling according to British patriarchal structures is mechanically, 
socially and sportingly distinct from its American counterpart. Yet, in places it still echoes 
                                                     
2 One’s people group. 
3 Acculturation that marks you out as a group member. 
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America’s cultural attachment to traditional gender orders and popular media’s 
stereotypical ‘bad-boy bikers’ like living life to excess and commodifying women. 
Arguably, gendered social ordering is motorcycling’s lifeblood (Joans, 2001). If so, then 
many male motorcyclists are invested in perpetuating within it both the masculine 
hegemony and the ‘hegemony of men’ (see Hearn, 2004).  
 
The gendering of high-risk sports is an intersecting and ongoing constitutive process that 
often frames men’s voluntary risk-taking as ‘masculine’ rather than ‘selfish’ (Laurendeau, 
2008). Thus, it is feasible to speculate whether, in opting for motorcycling’s voluntary risk-
taking and competitiveness, men also opt for a freely available, legitimised outlet for their 
‘adolescent selves’ (cf. Joans, 2001:85). One cannot disentangle its edgework’s controlled 
immediacy and the mythologies of speed (Apter, 1992; Haigh and Crowther, 2005; Lyng, 
1990, 2004, 2005; Rosa, 2010). In health, people’s attitudes, experiences, past behaviour 
and descriptive norms all positively predict intentions toward protective and risky health 
behaviours (Conner et al, 2017). Of these, experiential attitude and descriptive norms 
contribute significantly to positive prediction of risk behaviours and are reflected in 
individuals’ decision-making. Is the same true of men’s leisure praxes? 
 
Either way, control is central to risk-taking and crucial to its pleasures: “if successfully 
undertaken without disaster, voluntary risk-taking can lead to a greater sense of control, 
resulting in a feeling of accomplishment and agency.” (Lupton and Tulloch, 2002a: 123). 
Established associations exist between competence, mastery and well-being. Irrespective 
of gender, but strongest for men, “valuing one’s agency (specifically one’s own power and 
achievement) is a significant predictor of subjective well-being (specifically happiness, life 
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satisfaction and subjective health)” (Pietraszkiewicz, Kaufmann and Formanowicz, 2017: 
83).  
 
Riding motorcycles repositions individuals socially. Many motorcyclists spend at least 
twice as much each month on their machines as they do on partners (Bennetts/Capitalize, 
2014). Motorcycling communities routinely engage with voluntary risk-taking edgework 
(Haigh and Crowther, 2005; Ferrell, 2005; Murphy and Patterson, 2011; Thompson, 1967). 
Peer effects are behavioural catalysts in many health-relevant social contexts (eg Dolan, 
Hallsworth et al, 2010; Dolan, Hallsworth et al 2012; Metcalfe and Dolan, 2012), so male 
motorcyclists’ health attitudes and riding may be influenced by peers both personally and 
inter-personally, as well as by media norms portraying motorcyclists pushing themselves 
and their bikes to the limit (Department for Transport (DfT), 2005a). Moreover, there are 
known links between perceived comparative risks taken while driving, and men’s high-risk 
sports participation (cf. Martha et al, 2010), which may be relevant to this population. 
 
Some individuals choose motorcycling for the risk-taking opportunities it presents, and 
riders who engaged with risky riding behaviours in the past are more likely to intend to do 
so in future (DfT, 2005a). Although keenly aware of the proximity of death,4 motorcyclists 
routinely flout speed limits (DfT, 2011). Also, in 2015, motorcycles occupied the highest 
proportion of accidents (5%) of all vehicle types where exceeding the speed limit was a 
contributory factor (DfT, 2016). Fatality rates increase with engine size and larger engine 
sizes are often indicative of long-term and ‘returning’ (ie older) riders (DfT, 2005a:11). But 
few riders are dissuaded by constant vulnerability to accident and injury from other road 
                                                     
4 There are eloquent accounts of the bargaining process that takes place within the motorcyclist before, 
during and after crashing (eg Ohlsen, 2009). 
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users (eg Crundall et al, 2008; Walker et al, 2011). Indeed, despite obvious fluctuations in 
British weather, most motorcycle or scooter commuters believe themselves happier than 
others sorts of commuters (Bennetts/Capitalize, 2014)5 and if your motorcycle commute 
takes <30 minutes, then it will affect your well-being less adversely than other forms of 
transport (Office for National Statistics (ONS), 2014a). 
 
The United Kingdom lacks a single comprehensive national database of motorcyclists’ 
demographics. This influenced my adoption of a mixed methods design. Mixed methods 
have a long history in health research (O’Cathain, Murphy and Nicholl, 2007; Creswell et 
al, 2011). That choice also allowed me to create a normative backdrop against which to 
consider my analytical products. My study’s chief products were therefore achieved 
during triangulation: a data integration process to assess convergence between two 
paradigmatically-different datasets concerned with men’s health and well-being.  
 
I have been a motorcyclist for over 40 years, so I adopted an ethnographic perspective. 
Alongside the multi-disciplinary literatures, this inevitably informs my contribution to the 
research process. My study combined an online survey and topic-based semi-structured 
interviews to investigate how statistically-established relations between subjective well-
being, adherence to traditional masculinity ideologies, social identification and various 
health and leisure praxes are corroborated and enlightened by the systematic thematic 
analysis of a randomly-selected survey subsample’s lived experiences and perceptions of 
                                                     
5 I was contacted by Capitalize to comment on their survey, post-completion and prior to press release. I 
carried out a critical analysis of the survey, re-analysed the data and offered a re-worded set of findings that 
I felt would stand external scrutiny. This input was referenced: http://www.standard.co.uk/lifestyle/london-
life/why-bikes-feel-more-productive-at-work-9798861.html The survey appeared on Bennetts’ website and 
was reported by the British Motorcycling Federation: http://www.bmf.co.uk/news/show/motorcyclists-are-
happiest-commuters-but-spend-more-money-on-bikes-than-partners 
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the same (Creswell and Plano Clark, 2007). The interpretive thematic analysis of the latter 
also extended the reach of both my quantitative and qualitative analyses (Creswell et al, 
2006). A hallmark of ethnographic approaches is that relationships formed between 
ethnographer and informant during narrative research processes are deliberately explicit 
(Hampshire et al, 2014). Barbara Tedlock’s classic paper on narrative ethnography argues 
that it is also a functional antidote to research process’ tendency to dichotomise those 
engaged therein as ‘Self’ and ‘Other’ (1991). She reasoned that communication is the only 
method by which we can enter another person’s world. Hence, “ethnographic dialogue” 
functions to “create a world of intersubjectivity” (ibid, p70). But, this can risk objectivity 
and subjectivity during fieldwork, and demands a close reflexive evaluation concerned 
less with “distance, objectivity, and neutrality as closeness, subjectivity and engagement” 
(Tedlock, 2005: 152). I found this wisdom crucial to my fieldwork. 
  
Aim, objectives and questions 
Men’s social identities are normatively reinforced and implicated in male well-being. 
Despite decades of evidence that gendered health inequalities are socially-determined, 
men’s health continues to be ‘at risk’ from their gendered social identities (cf. Robertson 
and Williamson, 2005; Robertson and Baker, 2017). If this position is to change then fresh 
insight into men’s health-relevant social motivations is vital.  
 
Research Aim: 
To critically assess relationships between well-being and social praxis6 among men in the 
United Kingdom, and to identify factors contributing to their health engagement. 
                                                     
6 ‘Praxis’: “A philosophical term referring to human action on the natural and social world. It emphasises the 
transformative nature of action and the priority of action over thought. It is often, but not always, 
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Research Objectives: 
1. Collect and critically assess demographics, and data on specific health-relevant 
behaviours and leisure practices from currently-riding male motorcyclists;  
2. Achieve a better understanding of conceptual relationships between men’s 
perceptions of subjective well-being, masculinity and social identification; and 
3. Make recommendations about how to improve the effectiveness and uptake of 
men’s health promotion in the United Kingdom 
 
Research Questions: 
This research will make its unique contribution to current debates on men’s health, by 
presenting novel insights that answer the following questions: 
i. What influences male motorcyclists’ well-being and health-relevant behaviour? 
(QUANTITATIVE) 
ii. What are male motorcyclists’ understandings of health and well-being, and how 
are they expressed?  (QUALITATIVE) 
iii. How do male motorcyclists’ health, well-being and gendered social practices 
converge?  (MIXED)  
 
  
                                                     
associated with Marxism and especially the work of Antonio Gramsci” (Scott, 2014). Gramsci’s was a 
shaping voice in the conceptual development ‘cultural hegemony’. 
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Chapter One:  Health and Well-Being: the research context 
 
1.1  So, what is health?  
“Health is not, in the minds of most people, a unitary concept. It is multi-
dimensional, and it is quite possible to have “good” health in one 
respect, but “bad” in another.” 
From: Health and Lifestyles, Mildred Blaxter, 1990:35  
 
Health is multifaceted, embracing the physical and psychological and working dynamically 
in people’s goal-oriented energies and motivations (Blaxter, 2004). Lay perspectives on 
health, although important (eg Blaxter, 1990; Entwisle et al, 1998; Hughner and Kleine, 
2004), are not routinely sought by policymakers (who typically assume health ignorance; 
Smith and Anderson, 2018). Effective men’s health promotion is a globally-recognised 
challenge. Contextualised to health promotion, Blaxter’s classic (1990) text focused on 
definitions of health given by a lay sample of over 9000 British adults in the Health and 
Lifestyles survey.7 She was interested in the meaning of health at its interface between an 
individual’s health-related behaviour and their social circumstances and much she 
concluded remains current. This reflects consistency among lay health perspectives in the 
28 years since she published. Blaxter’s sample summarised health chiefly as: not being ill 
(absence of physical symptoms); experiencing health despite disease; contingent on 
‘reserve’ (the presence of personal resources); behaviour (how healthy it was); physical 
fitness; vitality; psycho-social well-being; social relationships; and, function. Many similar 
                                                     
7 As a lay sample, respondents with academical or professional health expertise may have numbered among 
the total, but they were only ‘accidentals, and not present due to targeted sampling procedures. 
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headings appear in Hughner and Kleine’s (2004) themed review of lay health perceptions. 
Crucial to the present health policy climate and socially-determined antecedents to 
health inequality, Blaxter also found attitudes to achieving and maintaining health were 
directly related to how much individuals held themselves personally, rather than 
collectively responsible for health and its outcomes (1990:8).  
 
1.1.2  Can we all achieve the same degree of health? 
Health is an everyday life resource and a “positive concept emphasising social and 
personal resources, as well as physical capacities”8. Men’s relatively poorer health across 
Europe exceeds the simple consequences of biology, physiology and genetics, it is also 
subject to far-reaching economic, social and cultural influences (White et al, 2011a: 42). 
Health promotion aims to narrow gaps between individual’s current health status and the 
experience of equal opportunities and resource-equity, thus enabling all “to achieve their 
fullest health potential” (WHO, 1986). Ergo, health promotion advocates for and enables 
‘health potential’ equity for individuals irrespective of age, gender or social context and 
the World Health Organisaton (WHO) considers “professional and social groups and 
health personnel” as health-relevant mediators “between differing interests in society for 
the pursuit of health” (ibid.).  
 
Health promotion incorporates social environmental aspects, yet it still inherently hinges 
upon the primary change lever of modifying individuals’ behaviour (Frolich and Potvin, 
1999; eg, DH, 2011a; Fisher et al, 2011; Dixon-Fyle et al, 2012). Two artificially 
dichotomised tensions exist in health promotion. First, should it target individuals or 
                                                     
8 The World Health Organisation’s (WHO) Ottawa Charter for Health Promotion (1986). 
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general populations for change (Frolich and Potvin, 1999)? Second, should lifestyle be 
treated as “an individual or a collective attribute”? (ibid, p211). That dichotomy persists, 
in debates over how best to operationalise health promotion in the sort of ‘salutogenic’ 
environment described by Aaron Antonovsky (1979, 1987). Moreover, practitioners’ 
underuse and display entrenched reluctance to engage with evaluation guidance aimed at 
more complex public health interventions (Denford et al, 2017).   
 
An internationally respected independent charity, The King’s Fund (KF) was formed in 
1987 by Prince Charles, then Prince of Wales and incorporated by Royal Charter in 2009. 
The KF uses research and analysis for health and health care improvement in England. For 
example, the 2018 Briefing “Public Satisfaction with the NHS and social care in 2017: 
Results and trends form the British Social Attitudes survey”, which it delivered jointly with 
The Nuffield Trust (Robertson, Appleby and Evans/KF-Nuffield, 2018). The KF’s mid-term 
assessment of the 2010-2015 UK coalition government’s health policy referred to the 
then Prime Minister’s Behavioural Insight Team’s9 use of ‘nudges’, which remain popular 
among UK health policymakers. Nudges are a behavioural control method that harnesses 
individuals’ sense of personal responsibility by using indirect suggestions and positive 
behavioural reinforcement (Thaler and Sunstein, 2008). That government used nudges to 
achieve certain target sector pledges (Gregory, Dixon and Ham/KF, 2012). Nudges and 
outcomes inhabit cyclic dialectics, subjectively (not necessarily subtly) by reinforcing 
social norms while objectively enforcing behaviour. For example, reminding GPs to be 
frugal in their prescription of antibiotics (Östervall, 2017). Nudges also reinforce shifts 
from what were predominantly paternalistic health models towards emphasising the role 
                                                     
9 The Behavioural Insight team is also called the Nudge Unit, according to the Cabinet Office website. See: 
https://www.gov.uk/government/organisations/behavioural-insights-team   
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of persons needing care in effecting change (see Dale and Lee, 2016, on normalisation of 
behavioural and psychological interventions). As Potvin and Frolich caution about 
‘healthism’ and social engineering: “the imperialism of health” results in an environment 
where health practices “acquire meaning and value in terms of their health impact” 
(Potvin and Frolich, 1999:220). This is salient because men’s health-relevant dissonance 
over personal responsibility is already well-known (eg Richardson, 2010; Robertson, 
2006a, 2009). 
 
In Allen and Warner (2002), Margaret Warner, who is credited as co-author, is in fact 
presenting F. Moyra Allen’s final article posthumously. Allen stipulated a requirement to 
understand health “in process terms, rather than in static, ontological terms” believing 
that “health is always present” (ibid, pp101,104; those author’s italics). Allen’s rationale 
led her to health-related coping (Audy, 1971), people’ sense of mastery over life (Bruhn 
and Cordova, 1977) and social cognitive learning theory (Bandura, 1977a). Allen conflated 
Audy’s ‘rallying’ (the coping process), Bruhn and Cordova’s goal-oriented patterning by 
individuals of their health-related life-choices, and Bandura’s continuous reciprocal 
interactive learning cycle, concluding that health was an essentially behavioural process 
of learning “how to become healthy” (ibid, p102) while working through life’s 
experiences. Allen’s positive health concept was operationalised through the separation 
of health and illness, to which she ascribed different ideas and different variables. That 
way she explored co-existent disease and health, or absence of disease and presence of 
ill-health, and marked-out the optimum state via adaptive coping and growth-seeking 
behaviours, and no illness. Allen’s perspective on formal and informal health-promoting 
social interactions resulted in mutually knowledge-enhancing health models for “nurses, 
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individuals, families and communities” that enabled the development of health potential 
(ibid, p127).  
 
Inserting health and health promotion into a real-world scenario allows one to take a 
statutory perspective on providing effective primary healthcare (PHC). PHC is ideally a 
relational needs-led collaborative that integrates health into all sectors, and balances 
prevention and promotion while developing cost-effective interventions. PHC is unique in 
delivering locally-appropriate health action across all social determinants, which positions 
it integratively with biosocial approaches to health behaviour (see Short and Mollborn’s 
2015 review). Health and illness are determined by external influences, such as “values, 
cultural, social, economic and environmental living conditions” (Shircore, 2009: 11). But, 
social models of health are not prevalent in practice (Irwin and Scali, 2005). In 2008, 
renewed focus was called-for on applying social models for population health, as ideas 
behind taking global action to reduce socially-determined health inequalities were 
already established (WHO, 2008). Globally, men still under-use primary healthcare 
services compared to women, and die earlier and in greater numbers from non-
communicable diseases (eg Baker and Shand, 2017). Some also call for ‘positive’ aspects 
of maleness, including masculine qualities to be recognised in men’s health improvement 
(ibid). In the UK, clinical evidence links health inequalities with gendered social 
determinants, and gender with health promotion effectiveness. But, high-profile public 
health campaigns are often ideologically-driven and social health determinants often 
overlooked through ignorance (see Haslam et al, 2018). So, ten years after the WHO’s 
paper on socially-determined gendered health harms, men still suffer disproportionately 
(White et al, 2018: 160).  
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1.1.3  Health is conceptualised by many different models 
Perhaps unsurprisingly, health models proliferate. With positive and negative implications 
health concepts are routinely applied as divergently as fitness, food and finances (Payne, 
Horn and Relf, 1999). Depending on the model, health concepts and professionals may 
unwittingly enter almost any aspect of life (Hardey, 1998; Earle et al, 2007) where its 
functions are inevitably influenced by the wider context. Thus, it is not axiomatic that the 
relevant health agenda is always experienced as benign to those on the receiving end. 
The official WHO definition of health is “a state of complete physical, mental, and social 
well-being, not merely the absence of disease or infirmity” (WHO, 1946). The UK’s 
National Association for Mental Health (MIND) defines well-being as “‘a positive state of 
body and mind, feeling safe… able to cope… with a sense of connection with people, 
communities and the wider environment’” (MIND, 2011:2). Both scenarios extend health 
beyond the purely physical, recognising it as inter-relational, holistic and multi-
dimensional with physical, mental, emotional, social, spiritual and societal dimensions 
(Scriven and Ewles, 2010). Establishing health is expedient and desirable, not merely 
personally, but politically. 
 
Well-being is likewise conceptually complex, equally expedient and politically desirable. 
Ascribed various subjectivities (“happiness, satisfaction, enjoyment, contentment, 
engagement, fulfilment and flourishing, or a combination of these”) it is a mind-set, not 
just a state of being (Haworth and Hart, 2012:1). Researchers and policymakers present 
both health and well-being in various contested models10 and eg medical/biomedical 
                                                     
10 Aee Appendix 1. Models of Health and Well-being. 
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models align health with the absence of disease (eg Earle et al, 2007); more sociological 
models (eg Marmot, 2010) simultaneously embrace both biological and social factors. 
But, one cannot conceptualise health and individuals’ health praxes without accounting 
for the environmental context, consequently health is temporal and mutable, rather than 
fixed (Warwick-Booth, Cross and Lowcock, 2012; cf. Hearn and Kolga, 2006; Morgan and 
Ziglio, 2007; Robertson, 2007). Attributional health constructs are increasingly aligned to 
issues like gendered inequality, social deprivation, and the rising costs of ill-health and its 
responses, and current debates over individualistic or collective responsibilities, policy-
driven behavioural/social leverage or other, similar public health compliance drivers. And, 
these produce mixed responses in lay men, who frequently experience dissonance over 
incompatible structural social pressures (eg Richardson, 2010; Robertson, 2006a, 2009). 
 
 
1.1.4  The risk of conceiving ‘health’ as a negative construct 
The need to separate health and illness is well-established, yet statutory healthcare 
responses are slow to develop functionally-appropriate delivery models. Some see health 
enmeshed within and communicated by social institutions such as family, community and 
popular culture, where it is commonly defined in terms of illness, disease or death at one 
end of a linear continuum and health at the other. Thus, “health is a negative concept. It 
means “not illness”; it has no meaning of its own. For this reason, it cannot be elaborated 
as an idea or serve as a goal toward which to work.” (Allen and Warner, 2002: 100,101). 
Conceiving the health concept negatively has implications throughout policy and practice 
because health, well-being and policy are routinely conflated. Considering that men still 
comprise most primary earners, that is especially relevant to health via gendered health 
inequalities. Even in 2010, we had “little solid experience of reshaping welfare, education 
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and other fields of government action to promote wellbeing” (Bacon et al; The Young 
Foundation, 2010: 7). Public Health and epidemiological journals often refer to the 
burden of disease and burden of ill-health interchangeably to describe health’s factorial 
impacts on human life and effects on global productivity ensure their political spotlight. 
“[T]here is no unambiguous understanding of the burden of disease” (Pinheiro, Plaß and 
Krämer, 2011: 22). Medical health models meld the physical and mental status of people 
and nations with political, statutory and institutional agendas via statistical devices such 
as risks-based probability. Hence, their popularity is partly due to their ability to quantify 
mortality- and disease-burden costs (eg WHO, 2009). 
 
Popular media headlines infer that Government operates a “nanny state” in health, yet, 
public institutions state that “Health promotion is NOT about … telling people “You will do 
what we say” [It’s] about giving people information and tools to improve their own 
health” (Shircore, 2009). Also, men’s perceptions of the “nanny health state” results in 
disengagement (cf. Robertson and Williamson, 2005). If men are ‘hard-to-reach’ (Davis et 
al, 2016; DH, 2002, 2011a) and health is a fuzzy concept that lacks meaning for many 
people (Allen and Warner, 2002), it may be challenging to manage the interface between 
contradictory social and policy discourses and men’s inherently individualistic or 
collectivist health orientations. 
 
 
1.1.5  Salutogenesis – searching for ‘A Sense of Coherence’  
Originally drawn as a critique of health promotion practices, Salutogenesis and the Sense 
of Coherence framework (its corollary; SoC) were hypothesised by medical sociologist 
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Aaron Antonovsky11 as an alternative pathway in health research. Salutogenesis and SoC 
originally provided a theoretical foundation for health promotion (1996). Salutogenesis is 
popular with health professionals and researchers in diverse applied settings, including 
statutory healthcare delivery (eg Jonas, Chez at al, 2014), midwifery (eg Magistretti et al, 
2016), health inequalities (eg Eriksson and Lindström, 2010), life coaching (eg Gray, Burls 
and Kogan, 2014), young people’s mental well-being (eg García-Moya and Morgan, 2016), 
physical education (eg Quennerstedt, 2008), and post-traumatic stress (eg Ghafoori, 
Hierholzer et al, 2008). 
 
At its inception, dominant health models were pathogenic (ascribing deviance to disease) 
where salutogenesis assumed heterostasis and that human existence was itself conflicted 
(Antonovsky, 1990). Pathogenic health orientations led to dichotomous classifications of 
healthy/sick that held true whatever one’s health model and one’s preventive or curative 
emphasis (ibid.). Salutogenic orientations accepted coexisting partial health/partial illness 
linked to internal/external forces in either direction. Hence, an individual’s interface with 
life leads to an equally unique position on a total health/total illness continuum (ie their 
“story”; ibid, p6). Salutogenic objectives unearth what underlies an individual’s health 
assets and positive patterning, emphasising their successes not their failures and, being 
based on an ‘assets’ view of health, they also recognise the fundamental role of an 
individual’s social context in creating the conditions for health (Morgan and Ziglio, 2007). 
SoC describes one’s social sense-making, assessing what resources one needs to live in a 
meaningful, emotionally-coherent way. It links to stress’s role in human functioning and is 
“clearly not a coping strategy, but a general orientation to life” (ibid, p2). SoC ultimately 
                                                     
11 Anton Antonovsky: 19 Dec 1923 – 7 July 1994. 
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comprises three component aspects: comprehensibility;12 manageability;13 and 
meaningfulness14 with meaningfulness arguably most important to achieving strong SoC. 
Without meaning we lack motivation to understand, manage, persist with, survive 
through and confront life’s challenges. Conceptually, salutogenesis is predicated on a 
strong SoC set in place during childhood and early adulthood by positive life experiences 
(Antonovsky, 1987). SoC is said to reach fruition only at around aged 30, then remaining 
relatively stable through the life course. However, Antonovsky’s thesis on that last point is 
debated by Kröninger-Jungaberle and Grevenstein (2013), who position it earlier in the 
lifecourse.  
 
The National Institute for Clinical Excellence formally align salutogenic approaches to 
maintaining and generating health with notions of resilience and coping (Harrop, Addis et 
al/NICE, 2007). Their comprehensive systematic review of studies explores, in part, key 
theories and models of resilience, coping and salutogenesis adopted in contemporary 
research. Harrop and colleagues criticise Antonovsky’s standpoint on resistance 
resources, saying it fails account for the relative powerlessness often affecting people 
whose lives are marked by social deprivation. Antonovsky argued that, “there are many 
roads to a strong SoC and health, and that health is not the only value in human life” 
(1990: 9). Indeed, one might easily assume primary motivational status on health, given 
its high public profile. But one person’s health may be markedly different from their 
neighbour’s. Salutogenic health is purposive and positive and concerns one’s health 
                                                     
12 That one can understand one’s life events and reasonably predict one’s future illuminated by them, 
predicated on a belief that, in general, things happen in an orderly and predictable way. 
13 That, in general, things are within one’s control and thereby manageable, predicated on a belief that one 
has the ability or skills, the support, help or other resources necessary to take care of things. 
14 That the stuff of life is interesting and a source of satisfaction, that life is, in general, worthwhile and 
proves sufficient purpose to be concerned about what happens in it. 
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potential albeit not explicitly. It also notes that such potential inhabits a wider set of 
values, therefore, one should not merely note official health accounts, but also lay 
perspectives. 
 
 
1.1.6  Why consider ‘lay’ accounts of health (and well-being)? 
To consider lay accounts, first requires one to accept the existence of official accounts. In 
health, the social statistics of official accounts are, partly, statutory pronouncements on 
what does (and by inference) does not constitute health. They are largely quantitative, 
and informed by pathogenic, economically-quantifiable paradigms which exert strong 
influences over the socio-cultural experience of wider society, not least when countries 
present their regional and global contributions. For example, European Member States’ 
stories of mental health promotion (Jané-Llopis and Anderson, 2006); The Royal Society 
of Public Health’s report on context-driven social marketing (Shircore, 2009); and ONS’ 
Measuring National Wellbeing series (eg ONS, 2017a).  
 
Healthwise, “lay” describes those who are not experts in ‘the field’ and, where those who 
are professionally-qualified find their way into a body of lay accounts, it is from a non-
commissioned standpoint in respect to their profession (cf. Blaxter, 1990). Lay accounts 
played a crucial role in reconceiving and delivering health-care (Beattie et al, 1993). But, 
they are not uniformly successful, eg, the inclusion of black and minority ethnic voices is 
less effective (cf. Parliamentary Office of Science and Technology, 2007; Fitch, Wilson and 
Worrall, 2010). Lay health accounts may be highly complex, due to their simultaneously-
present compliance, acceptance, rebellion and resistance. In health accounts, the co-
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existence of seemingly dissonant and at times contradictory perspectives is 
accommodated by the concept of sympatricity (Stainton-Rogers, 1991).  
 
 
1.2  Well-Being: the need for self-examination and clarifying terms 
As a high-profile cross-cutting and multidisciplinary concept, well-being has the power to 
“unite the objectives of difference sectors” (Cronin de Chavez et al, 2005: 71). Well-
being’s relationship with economic prosperity is historic and established but, although 
influential, that narrow view of current integrations of well-being into health-related 
policy is limited. Arguably, well-being is a good life, that rests on an absence of lapses that 
negate one’s “good activities or events” (Raz, 2004: 272). Raz argues that well-being is a 
conceptual hybrid, attempting to manage both goodness and happiness echoes Stainton-
Rogers’ sympatricity, which accommodates co-existing contradictory health discourses in 
individuals’ narratives. To research well-being effectively requires consensual definitions 
and descriptions for constructs under investigation (Vittersø, 2004). Researchers confront 
profound inherent risks when interpreting from one perspective only.15 
 
Position statements from Bodies such as WHO and MIND might suggest that ordering 
health and well-being is simple. But, the WHO’s ordering of well-being under the health 
umbrella is debatable and their position statement is only superficially comprehensive, 
failing to completely engage the concept of spiritual well-being (Danesh, 2008). Relations 
between health and well-being are symbiotic, but their ordering is not fixed. Background 
reading finds well-being conceived as subjective, psychological, mental, and emotive and 
                                                     
15 Cf. one TED talk given by Chimamanda Ngozi Adichie (2009). Adichie’s topic is: The danger of a single 
story. Listen here: http://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story.html  
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terminology surrounding it equally nebulous. Acknowledging these complexities, I have 
generally conceived as subjective well-being (SWB).  
 
The Oxford Dictionary of Philosophy (ODP) simply states: “well-being: see eudaimonia, 
happiness”. But are the three subjectivities equal, as this implies, or are they qualitatively 
distinct? Gauging individuals’ SWB is self-evidently inferential: it is intensely personal and 
anchored to phenomenological experience. Like faith, it simply is. Debates surround the 
genesis of SWB and causal relationships with eg social support, life experience, aspiration 
and expectation levels. Such relationships can only be hypothesised using consequential 
outcomes (eg, Heady, Veerhoven and Wearing, 1991).  
 
Earlier papers by Diener argued that top-down SWB processes comprise three important 
elements: positive affect, negative affect and life satisfaction (Diener, 1984; Myers and 
Diener, 1995). But, later review evidence suggested that long-term SWB was influenced 
by individuals’ sense-making, with large amounts of variability explained by personality 
differences (Diener, Oishi and Lucas, 2003). Some scholars believe that people host a 
global tendency to experience life generally positively or negatively, due to relatively 
stable personality traits eg Subjective Homeostasis Theory (Cummins, 2010). But long-
standing debates continue over how much influence personality exerts and well-being is 
also posited as a mental health syndrome whereby individuals flourish to varying degrees, 
based on the presence or absence of psychological, social and/or emotional symptoms 
(Keyes, 2002). Situational factors can influence people’s immediate engagement with, 
memory of, and interpretation/evaluation of their lives. SWB is influenced by situational 
factors (eg Bos et al, 2016 found individuals experiencing psychopathology could enhance 
their SWB via social or animal companionship, and their daily occupations). We find 
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theoretical concurrence on SWB’s multi-faceted nature (New Economics Foundation, 
2013), but less consensus on its more commonly-featured theoretical traditions (Dodge et 
al, 2012).  
 
 
1.2.3  Well-Being as Life Satisfaction 
One research review of SWB domains found that happiness and meaning were “distinct 
constructs” (Forgeard et al, 2011:85). De Neve and Cooper suggest four 
conceptualisations of SWB: happiness, life satisfaction, positive affect and negative affect 
(1998). Of those, the most apparently simple, widely-used measures ask people to self-
evaluate their life satisfaction. This steers respondents away from the choppier waters of 
rating feelings and accesses the internal standards against which they are judged (Dolan, 
Layard and Metcalfe, 2011; Forgeard et al, 2011). Life satisfaction measures are common, 
and are popular among policymakers assessing well-being (eg ONS, 2016c, 2017a,b). This 
has its critics, as: “Any [policy] actions which were only justified as influencing wellbeing 
might indeed be suspect.” (Bacon et al, 2010: 9; authors’ emphasis). I worked for many 
years in British substance misuse treatment services (one of the most tightly-monitored, 
target-driven and highly competitive public health environments in the UK). On this basis I 
share the speculation about whether ‘Measuring national well-being’ will be successful in 
refocusing policymakers’ eyes beyond the dominance of financial accounting, to personal 
well-being and individual lives (see Allin and Hand, 2017a, 2017b).  
 
Life satisfaction scales have strong support for their usefulness in research on individual’s 
well-being, but policymakers’ use for them is debatable (Diener, Inglehart and Tay, 2013). 
There are challenges matching scales to policy-type and many simple scales lack numeric 
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differentiation.16 Also, people’s responses may be affected by mood, and biases like social 
desirability (ibid). Debates abound even within those of the same tradition, irrespective of 
which objectively measurable framework is being applied. For example, rebutting Diener 
et al (2013), Eckersley argued that SWB may actually be measuring “Westernization, or 
modernization, rather than improved quality of life or human progress and development” 
(2013). So, although functionally effective, scales may be subject to the individualisations 
of post-modernity and lack attention to cost/benefit trade-offs found in the social arena 
of personal freedom, a paradox which Diener et al’s paper failed to address (ibid). Both 
Eckersley (2013) and Forgeard et al (2011) found life satisfaction scales overlook nuances 
between personal satisfaction and social discontent: one person’s ‘satisfied’ may be the 
next person’s ‘dissatisfied’ and individuals may respond differently to the same set of life 
circumstances, which calls for the introduction of greater objectivity (ibid). Eckersley did 
concede that SWB findings were consistent across those life aspects they did appear to 
measure. 
 
 
1.2.4  Well-Being as Positive Affect – Hedonia and Eudaimonia 
Both hedonic and eudaimonic perspectives are concerned with positive affect, but there 
are qualitative differences. Hedonic perspectives test people’s experiences of happiness 
‘here and now’ and see well-being as positive emotion. Time erodes the accuracy of one’s 
emotional recall, so hedonic scales tend to ask people to rate how they were feeling in 
the very recent past. Hedonic well-being, one of the most researched SWB dimensions, 
“stresses the importance of frequent positive emotion17 and infrequent negative 
                                                     
16 For example, a quite satisfied person may rate that as 10, rather than 7 or 8. 
17 For example, happiness. 
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emotion18” (NEF, 2012: 8). Hedonic well-being measures’ adequacy is debated because of 
difficulties attaining consensus on operational definitions of SWB (Ryan and Deci, 2001). 
Purely hedonic conceptualisations of SWB also raise concerns as they are not uniformly 
applicable. For example, aesthetes “may not desire, like, or value feeling happy, euphoric, 
satisfied, and so on” nor may they seek many hedonic experiences (Suikkanen, 2011:161). 
Aesthetes may not require experiences of high levels of well-being to be happy although 
for most people, a positive relationship exists between the two factors (ibid).  
 
Other critics subscribe to the notion of hedonic adaptation, or the ‘hedonic treadmill’. 
This concept’s roots are found in Helson’s theory of sensory adaptation. Helson posited 
that people’s past experiences provide internal reference points against which positive or 
negative judgements of, and reactions to current stimuli are made (Wu, 2001; citing 
Helson, 1964). Although the strength of pro-adaptation literature is mixed (Wu, 2001), 
there is well-documented evidence that because of adaptation tendencies, only a few 
event-types (mostly negative) result in lasting impact on SWB (Mochon, Norton and 
Ariely, 2008). ‘Set point’ theories of well-being are not “hedonically neutral” but at least 
partially personality-driven and individuals possess multiple set-points linked to different 
mixes of motivational sources. Those set-points may be changeable in the right 
conditions, and the adaptation process subject to individual differences (Diener, Lucas 
and Scollon, 2006). But, Diener et al’s thesis rests on a specific conceptualisation. 
 
Elsewhere, an accumulation of small “boosts” from “seemingly minor events” (eg yoga) 
produce cumulative positive effects on perceived well-being (Mochon et al, 2008: 632). 
                                                     
18 For example, anxiety. 
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Mochon et al’s study found religious behaviour provided people with a means by which to 
exit “the hedonic treadmill” although attending yoga and the gym can produce similar 
effects (ibid, p639). They conclude that their findings appeared to address a conundrum, 
in that some studies found a low frequency of events which can have a major impact on 
SWB, whereas others implicate behaviourally-driven positive outcomes. Therefore, 
Mochon et al argue that there is benefit in seeking one’s own well-being, but it rests on 
selecting activities that give small, frequent and cumulative boosts that result in longer-
lasting change (ibid, p641).  
 
Eudaimonia is a more settled, stable and underlying state of being. The eudaimonia 
concept originated with Aristotle, in ancient Greece. For Aristotle, “living well” and “doing 
well” are synonyms for “eudaimonia” (Price, 2011; citing Aristotle’s Nicomachean Ethics, I 
4, 1947). Eudaimonia is “now more commonly translated as wellbeing” (Dodge et al, 
2012: 223). Eudaimonic well-being (EWB) transcends the realm of transient emotions, 
entering the territories of sense-making and the meanings ascribed by individuals to their 
lives and experiences. EWB involves the enjoyable appropriation of mindful elements (eg 
wisdom, moral virtue, pleasure), corporeal elements (eg physical beauty, health, 
pleasure) and external elements (eg wealth, sufficiency in material resources, 
stable/productive work-life and domesticity, friends, social peace and security and 
suchlike). Also implicated are self-worth, personal engagement, being part of a more 
cohesive whole (eg a family), and experiencing a sense of personal agency: thus, EWB is 
typically multi-dimensional (NEF, 2012).  
 
Personal agency and its correlates are basic to perceived EWB. For example, conflating 
mastery and competence locates mastery internally, relating it to individual’s perceived 
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self-control over their ‘life-chances’ as opposed to fatalism (Pearlin and Schooler, 1978). 
And, the lack of perceived mastery leaves people at increased risk of depression (Crowe 
and Butterworth, 2016), though depression maybe alleviated by environments that foster 
social identity, via group-based meaning, support, influence and belonging (Cruwys et al, 
2014). And, recent work on men’s mental health help-seeking, sociality and masculinity 
(eg McKenzie et al, 2018; River, 2018) challenges long-established academic assumptions 
about ‘normative male alexithymia’ (emotional restrictiveness, Levant, 1992) which 
remain influential in Men’s Studies (eg Guvensel et al, 2018). McKenzie et al’s and Rivers’ 
findings are at odds with those assumptions, regarding how invested men are, 
emotionally, in relationship-building, also about men’s mental health help-seeking, 
compared with women.  
 
Positive links exist between mindfulness and flourishing, partly mediated by people’s 
perceived coping confidence (Akin and Akin, 2015). Flourishing, which exceeds well-being 
models, is defined conceptually as, “more than the absence of disorder” perhaps being 
the opposite of disorder, “rather than its mere absence” (Huppert and So, 2013:849). 
Flourishing also mediates between psychological vulnerability and increases in perceived 
social competence (Uysal, 2015). Self-efficacy beliefs are positively associated with coping 
competence in that mindful individuals tend to perceive themselves as flourishing (Akin 
and Akin, 2015). At the micro level, when persons’ basic psychological needs are satisfied, 
autonomy and competence are freed to mediate in relations between ‘grit’ and perceived 
subjective well-being (Jin and Kim, 2017). Therefore, mastery reflects self-efficacy, while 
making an important contribution to integrated frameworks on positive psychological 
functioning (Ryff and Singer, 2008: 22,23). As an element of personal agency, mastery is 
vital to perceived EWB. Originally, the Aristotelian pursuit of eudaimonia was logical and 
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virtuous: “the central goal of all systems of ancient ethics” (Oxford Dictionary of 
Philosophy).19 Aristotle argued it was the pinnacle of all goods achieved by human action 
(Ryff, 1989; citing Aristotle, 1947). Yet researchers are also urged to “peer deeply” into 
the sociological, not merely that which benefits the self (Ryff and Singer, 2008: 34). 
 
Hedonic approaches focus on happiness, defining well-being as “pleasure attainment and 
pain avoidance” (Ryan and Deci, 2001: 141). Eudaimonic approaches are useful because 
they take well-being beyond happiness, arguing that “It lies instead in the actualization of 
human potentials.” (ibid, p143). And, being able to distinguish between well-being and 
happiness is one of its most valuable qualities (ibid.) Leisure is an essential component of 
Eudaimonia that provides both pleasure and happiness (Aristotle, 1998; Newman, Tay 
and Diener, 2014). Proponents of the eudaimonic perspective such as Carl Rogers and 
Carol Ryff (both have published classic works in their respective fields) highlight its more 
holistic operationalisation of positive psychological functioning and capacity to embrace 
the idea of human development (Dodge et al, 2012).  
 
Some doubt that eudaimonia can be translated as ‘happiness’. Happiness fails to reflect 
Aristotle’s original distinction between satisfying right and wrong desires that leads to 
erroneous equity between eudaimonism and hedonism (Ryff, 1989). Ryff also cites 
Waterman’s more accurate translation20 as "the feelings accompanying behaviour in the 
direction of, and consistent with one's true potential" (ibid, p1070). According to Ryff, 
Waterman concluded that eudaimonia matures in the congruent enmeshment of 
individuals’ core values with their life activities in holistic, or full engagement. Individuals 
                                                     
19 See: http://www.oxfordreference.com/view/10.1093/acref/9780199541430.001.0001/acref-
9780199541430-e-1155#  
20 Waterman (1984: 16). 
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live ultimately “in accordance with their daimon, or true self” (Ryan and Deci, 2001: 146). 
Reviewing studies from the two main traditions, those authors deduced that the heated 
debates over theoretical efficacy between the two camps were unlikely to be resolved 
any time soon. 
 
Pertinently for my own research, eudaimonic theories illuminate a less overtly attractive 
or marketable dimension of the matter: that not all valued outcomes automatically lead 
to well-being when attained: 
“…Even though they are pleasure producing, some outcomes are not 
good for people and would not promote wellness. Thus, from the 
eudaimonic perspective, subjective happiness cannot be equated with 
well-being.” (Ryan and Deci, 2001: 146) 
The above excerpt flags-up issues of validity and utility in how (and by whom) well-being 
is conceptualised, and whose ‘gaze’ will ultimately satisfy the need for its definition (see 
Raz, 2004). Will the concepts and definitions set down by policymakers, academics and 
health professionals contrast with those of male motorcyclists?  
 
Giddens’ theory of structuration (1984), conceptualises agency and structure as equal 
players at micro-21 and macro-social22 levels. Giddens’ agents and structures intersect 
indivisibly at the level of people’s social practices, lived experiences, behaviour and the 
social institutions to which they belong. There, social agents are reflexive; their agency 
constituting and re-constituting the social structures within which they exist. Giddens’ 
notion of structuration has been criticised, as it fails to concede that agency and structure 
                                                     
21 At the level of small-scale interactions between individuals, such as conversations or group dynamics. 
22 At the level of large-scale social processes, such as social stability and change. 
 31 
 
are individuated analytical phenomena, which prevents researchers investigating their 
interplays (Peters et al, 2013). However, agency and structure are interrelated conceptual 
phenomena (Barker, 2003) and of relevance to this research.  
 
Agency describes a person’s capacity to make their own free choices (act independently), 
whereas structure describes influencing factors, such as gender, ethnicity, social class, or 
religion, which shape or demarcate an agent in his or her actions. Some argue that the 
influence of these intangible factors on how social systems constrain agents’ actions is 
too unclear, introducing an unwelcome dichotomy (Kort and Gharbi, 2013). However, the 
dichotomy is important if we are to exceed health research’s present well-documented, 
“methodological individualism and epidemiological foci on risk behaviour” (Maller, 2015: 
52). Sociologists, Bourdieu, Wacquant and Farage (1994) hypothesised ‘symbolic capital’ 
as any form of physical, economic, cultural, or social capital that was known and 
recognised by social agents as having value. The ‘endowed’ social agents in the SWB 
business are those same policy-makers, scholars and economists concerned with its 
definition and/or measurement. Bourdieu and colleagues argue this is setting up the 
State as “site par excellence of the concentration and exercise of symbolic power” (ibid, 
p9). Inculcating SWB into national measures may also be categorised that way, via 
‘informational capital’, another of Bourdieu et al’s concepts (ibid). 
 
 
1.2.5  Well-Being and the promotion/pursuit of “Happiness” 
According to Ryan and Deci, despite well-being’s current hedonic focus, happiness has 
been denigrated as a principal criterion of well-being by many global sources (2001:145). 
The pursuance of ‘happiness’ and its measurement as prerequisite to ‘a good life’ have 
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been subject to scientific study since the mid-1970s. Moreover, contemporary SWB is a 
commercially lucrative, highly-politicised context on the move. Happiness, as all other 
emotions, is transient and subject to external influence although whether it is ‘trait’ or 
‘state’ is debated. Happiness has two main experiential dimensions: self-reported (which 
is measurable via descriptive survey snap-shots) and the more enduring sort that can only 
be measured over time (via longitudinal surveys) (Kahneman et al, 2004). Earlier, 
Kahneman was concerned with conceptualising and measuring ‘objective happiness’. He 
saw that as measurable via episodic “point-instant” utilities, which gave an affective snap-
shot (Kahneman 1999: 3). Kahneman posited these snap-shots as accurate, retrievable 
records that may be aggregated into measures of objective well-being. They could be 
stored and averaged-out over time into an assessment of objective happiness, because 
they were “anchored in the reality of present experience”, where individuals constantly 
measure their affect as ‘Good/Bad’ (ibid, p22). This good/bad dimension comprised four 
variants within which “happiness, or well-being, which encompass all domains of life” 
function at the highest level (ibid, p4). Though intuitively sound, this theory led to debate 
due to its equalisation of each snap-shot’s relative value across an individual’s subjective 
experience, which ultimately minimised respect for their ability to discriminate between, 
“a good time and a good life” (Michalos, 2008: 352). Regardless of the critique, Kahneman 
made important observations on how positively or negatively nuanced linguistic question 
structures, which he saw as potentially biasing an individual’s responses, confounded an 
accurate assessment of their affective state through misattribution.    
 
To the internationally-recognised therapist, Carl Rogers, a good life was process-driven 
rather than an objective “state of being” (Rogers, 1961: 186). Rogers’ emphasis on the 
important distinction between the mental and process states of happiness aligned him 
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with the Stoic philosophers, who claimed happiness was a purposive and fundamental 
aspect of whole-life harmony. Contemporary eudaimonia’s purposiveness is equated to 
“living in accordance with the right spirit of one’s true self” (Vittersø, 2004: 301). But, 
some have argued that Kahneman’s definition of ‘happiness’ resurrects the narrowly-
conceptualised fourth century hedonism and “thoroughly psychologises the concept” 
(Michalos, 2008: 352).  
 
 
1.2.6  Models of subjective well-being (SWB) 
Long-standing well-being experts argue that individuals tend to be ‘happy’ (Diener and 
Diener, 1996), nevertheless well-being is assessed via “a wide array of subjective and 
objective constructs” (Forgeard et al, 2011: 79). This proliferation is not entirely helpful, 
as researchers persist in finding it necessary to invent their own scales (Cummins, 2009). 
Due to its poor consensual definition, well-being remains intrinsically enigmatic despite 
great investment by industry, commerce, scholars, governments and individuals. How 
SWB is conceived also varies depending on its source and purpose (Raz, 2004). Although 
many models exist (examples in Appendix 1), the most dominant ones frame SWB as an 
inbuilt happiness level fluctuating around a biologically-determined ‘set point’ (like body 
temperature) and hypothesise individuals as adaptable to almost any life event (Lucas, 
2007).  
 
Forgeard et al’s 2011 overview of theoretical perspectives on measuring domains 
associated with well-being appearing from the main psychological and social sciences’ 
research corpus identified five domains represented by Seligman’s Well-being Theory 
(2011): positive emotion, engagement, relationships, meaning, accomplishment (PERMA). 
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The PERMA model began as an enhanced version of the ‘authentic happiness’ well-being 
theory that brought together positive emotion, engagement and meaning. Engagement 
links closely to an intrinsically-rewarding experiential state called ‘flow’ (Csikszentmihalyi, 
1990). The PERMA model adds two new elements: relationships and accomplishment 
and/or achievement (Seligman, 2011).  
 
There is widespread commercial favour towards Seligman’s PERMA model of SWB due to 
its intuitive accessibility and general optimism towards the notion of attaining more, and 
better degrees of SWB. PERMA is promoted in various locations online23 where visitors 
can read about its domains, follow links to buying Seligman’s books, book paid workshops 
or take various web-based personality and well-being measures (requiring membership 
and, for some, a fee). But, by taking SWB beyond ‘simple positivity’ into less tangible and 
objectively measurable areas, Seligman’s notion of ‘flourishing’ may be subject to similar 
cautions as those raised by Cummins and his colleagues when referring to a definition of 
‘thriving’ that included making positive contributions to the lives of others. Of ‘thriving’, 
Cummins et al commented that “While SWB is normative and can be simply measured, 
these other terms are very difficult to quantify…” (Cummins et al, 2008: 33).  
 
Robert Cummins’ work with the Australian Unity Wellbeing Index produces national 
accounts, which are “a barometer of Australians’ satisfaction with their lives and life in 
Australia” (Cummins, 2010: 1). This led to a Subjective Homeostasis Theory of well-being, 
also called ‘set-point’ theory. Set point theory operationalises SWB via seven domain-
specific life satisfaction questions scored between zero and 100 and the individual means 
                                                     
23 Such as the University of Pennsylvania (Seligman’s academic base) Positive Psychology Center: 
https://ppc.sas.upenn.edu/learn-more/perma%E2%84%A2-theory-well-being-and-perma%E2%84%A2-
workshops  
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(average scores) test a person’s well-being ‘temperature’ much as physical homeostasis 
relates to body temperature. The Unity Wellbeing Index has rendered a sort of national 
temperature mean that has remained “quite remarkably stable” (ibid, p2) in terms of its 
set-points since the Personal Wellbeing Index (PWI) was introduced in 2008. Thus, the 
population mean consistently lies between 73.5 and 76.6. The theory is underpinned by a 
belief that people are positive about themselves, are well-motivated and are optimistic at 
normal levels of well-being and these factors function akin to a homeostatic system.  
 
Cummins sees this system as essential to life and very robust in the face of challenges to 
its function, although it is not “immutable” (Cummins, 2009: 4). It has two main areas of 
vulnerability. First, genetic (individuals with constitutional weaknesses in their ability to 
maintain a normal-range set-point) and second, experiential (eg it does not account well 
for deleterious life circumstances). Set-point theory accommodates challenge (eg chronic 
stress) and resilience (eg strong intimate personal relationships) and a person’s set-point 
defends itself with internal and external ‘buffers’. Cummins cites two pioneering studies 
(Andrews and Withey, 1976; Campbell, Converse and Rodgers, 1976) as responsible for 
demonstrating SWB’s potential for reliable/objective measurement and analysis using 
“ordinary linear statistics” and providing interesting and stable results (Cummins, 2009: 
3). 
 
 
1.2.7  Measuring National Well-Being: Integrating well-being with policy 
Conflated with ‘happiness’ in policy terms, well-being is progressively central among 
policymakers “increasingly dissatisfied with purely financial measures of progress” 
(Litchfield et al, 2016: 9 of 11). It is central to Public Health England’s Strategic plan for 
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the next four years: Better outcomes by 2020 (PHE, 2016). Moreover, in the Chartered 
Institute of Personnel and Development (CIPD) January 2016 Policy Report, Growing the 
health and well-being agenda, CIPD President, Prof. Sir Cary Cooper writes that the health 
and well-being of “millions of people at work” is “one of the most important HR issues of 
our time” (CIPD, 2016:3). The same report cited government policy objectives seeking a 
combined approach to health and well-being as “a key challenge” (ibid, p7). Globally, we 
are part of “a major policy debate” over Sustainable Development Goals for the period 
2015 – 2030 (Helliwell, Layard and Sachs, 2013:3) that situate happiness centrally in terms 
of humanity’s ability to experience it, rights to it, and judgements about it (see the World 
Happiness Report; Helliwell et al, 2013). Helliwell et al’s claims resulted in various debates 
that continued during austerity over the appropriateness of sequestering ‘happiness’ for 
policy purposes. Perhaps adopting happiness as a measure of successful policy is a “none-
too-subtle” political attempt to communicate that ‘all is well’. 
 
The increasing integration of well-being into statutory policy areas includes local delivery 
plans, NHS24 England and aspects of the European Commission’s (EC) Work Programme. 
Greater Manchester’s Health and Wellbeing Strategy (Greater Manchester Combined 
Authority, 2016)25 intends to address an estimated £2bn deficit in the local health and 
social care system through increased health and well-being. Nationally, NHS England’s 
Five Year Forward View sees partnership approaches addressing both mental and physical 
health needs as key to achieving better treatment outcomes, greater well-being and less 
premature morbidity for people with mental health problems (NHS England, 2016). HM 
Government’s response was positive, with policy-level support of Health and Well-Being 
                                                     
24 National Health Service. 
25 See: http://www.gmhsc.org.uk/assets/GM-Mental-Health-Summary-Strategy.pdf 
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Boards implementing joint strategic needs assessments and prevention plans that include 
substance misuse.26 Also, legislation now recognises cross-cutting policy goals, specifically 
“the Public Services (Social Value) Act” stipulating that public authorities attend to social, 
not merely economic and environmental well-being in public service contracts (Allin and 
Hand, 2017: 67). And, the EC’s EN Horizon 2020: Work Programme for 2016-17, 8. Health, 
demographic change and well-being (EC, 2016) is buttressed by Joint Action on Mental 
Health and Well-being directives, with eg Mental Health in All Policies and Depression, 
Suicide Prevention and E-Health.27 This clearly upholds Bacon et al’s prescient thesis that 
many policy areas such as health, criminal justice, the arts, sports and leisure, the national 
economy and educational resilience “are being rethought through the lens of wellbeing” 
(Bacon et al, 2010: 14).  
 
Such pervasiveness is not uniformly welcomed: Allin and Hand examine both sides of the 
debate cogently, identifying the lack of “a clear and generally agreed definition of what it 
is that we mean by national wellbeing and progress” (2017:75). The University of Sheffield 
Centre for Wellbeing in Public Policy (CWiPP) Working Paper No.8 argues that, as was 
posited by Prof. Paul Dolan,28 applying “happiness as the sole basis for judging the impact 
of public policy” is ultimately unhelpful (Austin, 2016: 5). Austin previously argued against 
the so-called ‘hegemony of happiness’.29 Her thesis takes a social justice stance grounded 
in objections to policy-makers’ prioritisation of ‘simplistic’ subjective well-being measures 
over more sophisticated perspectives. Austin dislikes the fickle nature of subjective well-
                                                     
26 See: https://www.gov.uk/government/publications/jsnas-and-jhws-statutory-guidance  
27 All can be found at the following location: http://www.mentalhealthandwellbeing.eu/  
28 Prof. Dolan’s comments were aired during ITV’s Tonight Programme ‘Is Britain Happy?’, aired on 23 
October 2014, and cited by Austin (2016). 
29 See, for example, Annie Austin’s Blog entry from 7 January 2015, Public policy and the hegemony of 
happiness, at: http://blog.policy.manchester.ac.uk/featured/2015/01/public-policy-and-the-hegemony-of-
happiness/  
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being as a basis for socially just policy-making because “agreeable states of consciousness 
are not the only thing that matter in people’s lives” (ibid, p5). She favours the Capabilities 
Approach’s transcendence of subjective well-being by drawing-in aspects of individuals’ 
resources and opportunities, to complement their subjective states. Austin’s concluding 
remarks clearly portray outcomes and their measurement as problematic. 
 
Policymakers also appear to use the terms ‘happiness’ and ‘wellbeing’ interchangeably, 
which concerns those studying its measurement (Bache, Reardon and Anand, 2015). In 
policy terms, Bache et al argue the Well-being Agenda is subject to four fundamental 
dilemmas: first, reliability;30 second, responsibility;31 third, distrust;32 and fourth, 
distraction.33 All four comprise challenging debates concerning the appropriateness and 
feasibility of the UK government-promoted well-being agenda, and demand scrutiny and 
consideration whilst, “pointing to the need for pragmatic and legitimate government 
action” (ibid, p911). 
 
Perspectives on how relative wealth affects individual well-being are mixed. One study 
found that people’s life evaluations, positive and negative feelings changed concomitantly 
with their household income (Diener, Tay and Oishi, 2013). However, Kahneman et al 
claim a “widespread but illusory belief that high income is associated with good mood” 
(Kahneman et al, 2006: 1908). According to the Organisation for Economic Co-Operation 
and Development, primarily economic views of well-being prevailed for many years and 
                                                     
30 There are long-standing debates over the conceptual clarity of ‘well-being’ as well as arguments about 
objective vs. subjective measurement and claims for scientific objectivity (Bache and Reardon, 2016: 901). 
31 Debates over whether Government is an appropriate Body to promote well-being effectively (ibid p.902). 
32 General distrust amongst the populace of the UK towards politicians, especially in their use of leverage, 
and behavioural interventions such as ‘nudge’ (ibid p.904; but see also Thaler and Sunenstein, 2008). 
33 Bache et al state that “clearly… vigilance and scrutiny” is required if concerns that a government focused 
on well-being might become distracted from, “a focus on the economy” are to be avoided (ibid p.906).  
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Gross Domestic Product (GDP) emerged as a proxy during the 1930s’ economic crises, 
soon being adopted as a proxy for more generalised progress (Scrivens and Iasiello, 2010: 
7 and 17). This was largely because, “All else equal, more income – or GDP – allows us to 
satisfy more of our preferences and so… GDP is often used as a proxy for well-being” 
(Dolan et al, 2011:4). Immediately prior to Dolan et al’s paper, in a ground-braking move 
to gather direct feedback on sense of well-being from the voting public, the then Prime 
Minister the Rt. Hon. David Cameron announced that Government was, “asking the Office 
of National Statistics to devise a new way of measuring wellbeing in Britain … from April 
next year…” (Prime Minister’s speech, November 2010). He publicly endorsed the ONS 
Measuring National Wellbeing programme, at a turn in UK policy developments (Bache 
and Reardon, 2016). 
 
Launched in 2011, the Measuring National Well-being Programme introduced a suite of 
four experimental, simply understood, self-rated measures of SWB to the British public 
via ONS’ largest household survey, the Integrated Household Survey from April. Situated 
beneath the ‘placeholder’ of life satisfaction, these cover three salient aspects of SWB: 
hedonic (affect-driven), eudaimonic (underlying, functional, stable), and self-evaluative 
(see also Dolan et al, 2011; Dolan and Metcalfe, 2012) and measure what the ONS call 
‘Personal Well-being’ (eg ONS, 2017a), as follows:   
• Overall, how satisfied are you with your life nowadays? 
• Overall, how happy did you feel yesterday? 
• Overall, how anxious did you feel yesterday? 
• Overall, to what extent do you feel the things you do in your life are worthwhile? 
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Other policy areas use alternative methods, such as the 7- or 14-item Warwick-Edinburgh 
Mental Well-being Scale (WEMWBS; Tennant et al, 2007). WEMWBS has been used to 
measure mental well-being regionally (Stansfield, 2012; Stansfield, Collins et al, 2013), 
nationally (Public Health England, 2013, 2016) and internationally (eg Ragonesi, 2012). It 
was the New Economics Foundation’s preferred SWB assessment method (NEF, 2013),34 
and approaches mental well-being from a positive standpoint, covering feeling (hedonic) 
and functioning (eudaimonic) aspects. It is also validated for cross-cultural use, and with 
different ages and populations.35  
 
Politically, “National social statistics have become one of the most pervasive institutions 
of modern economics and politics” (Perlman and Marietta, 2005: 211). Perlman and 
Marietta summarise how national accounts evolved in Germany, America and the UK in 
the early years of World War II. They cite Stone and Meade’s development of analytical 
measures commissioned to identify Britain’s industrial production capacities to optimise 
them for the war effort. Perlman and Marietta claim that those analytical methods and 
resultant statistical profiling now underpin “virtually all countries’ systems of national 
accounts” (ibid, p212). Other authors suggest that the SWB construct evolved with the 
creation of America’s National Institute of Mental Health (Keyes, 2006). Perlman and 
Marietta saw the development of national accounts as advancing our descriptive abilities 
but with caveats: “the new constructs became part of the social world that they describe” 
(2005: 227). They also pinpointed other potential side-effects from the national 
accounting process, including changed perceptions of the government’s construct-related 
                                                     
34 See the New Economics Foundation at: http://www.nationalaccountsofwellbeing.org/  
35 For example: Bianco, 2012 (Using WEMWBS to screen for depression in Italy and the UK); Lloyd and 
Devine, 2012 (Northern Irish population); Ng et al, 2014 (translating SWEMWBS into Chinese for use in 
Hong Kong); Stewart-Brown, 2013; and Taggart et al, 2013 (Chinese and Pakistani minority ethnic groups in 
the UK). 
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role and the development of governmental agencies (perhaps like the ONS’ National 
Well-being team?) Perlman and Marietta’s concluding comment implies the cyclic and 
progressive nature of devising new social goals, new measures of their achievement and, 
ultimately, attaining those goals had been brought into our reach because they can be 
measured. This sounds akin to ‘nudge’ strategies employed by the Prime Minister’s 
Behavioural Insight Team. ‘Nudges’ edge the British public towards compliance with 
current goals of (in this case) public health. “Behaviourists value personal freedom in the 
abstract, while in practice they limit that freedom to ensure that people behave in socially 
responsible ways...” (Rosen, 2010: 91). It is important to hold onto the points raised by 
Beattie et al, Perlman and Marietta (see Why consider lay accounts of health), and Rosen 
both when considering the quantitative outputs and the place of lay accounts in the 
findings from this study. 
 
After their introduction, the ONS questions’ effectiveness has been scrutinised (eg Dolan 
et al, 2011). Echoing Proposition VII of Rogers’ Theory of Personality and Behavior (1951) 
(see Introduction) the rationale for introducing them had been predicated on the validity 
of asking individuals themselves about their lives. Dolan et al’s 2011 Measuring Subjective 
Wellbeing for Public Policy: Recommendations on Measures was in fact a retrospective 
comment, under the auspices of the London School of Economics and Political Science’s 
Centre for Economic Performance. In it, they provided an explanatory summary of well-
being models represented by the ONS’s experimental questions. They also concluded that 
adding the questions to large-scale surveys would enable creation of a methodologically 
robust, inferentially sound picture of SWB on behalf of British people. The political kudos 
attached to this process was profound, and internationally recognised. The ONS’ Well-
being Team has since published various annual ‘Measuring National Well-being’ reports 
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(eg, Measuring National Well-being: Health 2013; ONS, 2013) and some claim that the 
ONS has produced “arguably the most comprehensive model” of well-being currently 
available, with its 10 domains and 43 measures (Litchfield et al, 2016: 2 of 11). The ONS 
now publishes its national well-being accounts via regular statistical bulletins (eg ONS, 
2016; ONS 2017a).  
 
The UK’s 2010-2015 Conservative-Liberal Democrat coalition government also oversaw 
the institution of a What Works Centre for Wellbeing (WWCW). According to one official 
press release on 29 Oct 201436 this is “[a]n independent centre… dedicated to making 
policy and services work for wellbeing”. WWCW built on the ONS’s well-being work and 
well-being’s omnipresence was highlighted by its initial partner list. For example, Public 
Health England and Departments for: Health, Business, Innovation and Skills; Culture, 
Media and Sport; Work and Pensions; the Cabinet Office; Food Standards Agency; Local 
Government Association; Sport England; Economic and Social Research Council (ESRC); 
and more. One of its main raisons d’être is said to be the amalgamation of cross-
disciplinary research evidence in an atmosphere of critical reflection (Bache, 2015:20). 
The WWCW’s current public face is its dedicated website, what works wellbeing. Strapline 
“Understanding what government, business, communities and individuals can do to 
improve wellbeing”).37 Ian Bache (2015) writes extensively on well-being’s adoption into 
public policy and the concomitant challenges of implementing robust, evidence-based 
measurement, not least because SWB remains a contested concept. With colleagues 
Reardon and Anand, Bache points out that well-being’s proponents are disparate and 
require adjudication. The multi-faceted nature of well-being is both hedonic and 
                                                     
36 See: https://www.gov.uk/government/news/new-what-works-centre-for-wellbeing  
37 See: https://whatworkswellbeing.org/  
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eudaimonic, thus it should be treated cautiously (eg its pursuit should not become a 
distraction, at the expense of addressing “other concerns”) by those seeking a panacea, 
and proper attention should be paid to Government’s role in its pursuance (Bache et al, 
2015).  
 
Two main challenges confound the consistent measurement of SWB: research cohesion 
and confused terminology, and researchers are not unified on what to measure, or how 
to measure it. And, “a surprisingly high proportion… invent their own scale” (Cummins, 
2009: 3). More generally, stable SWB states and their antecedents are the measurement 
targets rather than a transient, reactive emotion. “Problems with terminology have been 
very serious”, the ambiguity of “happiness” has been recognised from the start (ibid, p3). 
In respect of the second challenge, Cummins suggests that there have been some positive 
effects from the appropriation of “‘mood’ or ‘dispositional’ happiness” in defining SWB, 
“to reduce terminological confusion” (Cummins, 2009: 3). But confusion still permeates 
both research and policy and defining the well-being construct with clarity and consensus 
(even its spelling) is said to be a challenge (Dodge et al, 2012). So, it is concerning that 
despite its increasing use in policy, policymakers are often uncritical in its application 
“which assumes its definition is uncontested and that it has a shared meaning.” (Cronin 
de Chavez et al, 2005: 71; see also Messner, 2016). 
 
 
1.2.8  Well-Being unites ‘happiness’ and leisure 
Robert Stebbins has been one of the most prolific scholars of leisure for over 30 years. His 
‘Serious Leisure Perspective’ (SLP) “is a way of looking at leisure activities and how people 
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experience them”38 and specifically describes individuals’ modes of leisure-engagement in 
an activities-based typology: serious, casual, and project-based. The SLP synthesises these 
three modes into one over-arching perspective (Stebbins, 2006). The concept of serious 
leisure is especially relevant here as it enables participants to engage with the stratified, 
social experiences so important to well-being (Haworth, 1997). It is also salient, due to 
the strong relationship between well-being, authentic leisure identities and consumption. 
In Leisure and Happiness, Stebbins presents a short critique of the concept of ‘authentic 
happiness’39 and lobbies to connect the SLP with current accents on the positive, via the 
ultimately self-actualising power of serious leisure participation. Stebbins finds support 
for people’s engagement with serious, rather than casual or project-based leisure forms.  
He also argues that, by citing authentic happiness as our means for realising our potential 
for enduring self-fulfilment, Seligman presents a start-point “for relating leisure and long-
term happiness” (Stebbins, 2011:19).  
 
However, he questions Seligman’s perspective on authentic happiness and his use of the 
adjective ‘authentic’. In linking happiness to the SLP, Stebbins finds a natural home for his 
notion of casual leisure as a more hedonic activity, but he uses it to suggest it has limited 
endurance and is thus at risk of sliding into boredom. This is reminiscent of the previously 
discussed idea of hedonic adaptation. To Stebbins, serious leisure alone can result in an 
enduring, stable, generalised state of authentic happiness. The prerequisite commitment 
involved with the outworking of any serious leisure pursuit is at its nexus. On the leisure-
happiness relationship, Stebbins conceded that it has limitations: “Leisure can generate 
happiness, but is not happiness itself” (2011: 19). Neither does it axiomatically result in 
                                                     
38 See: http://www.seriousleisure.net/  
39 See Seligman, 2003. 
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happiness: quite the reverse, should the activity fail to meet a participant’s expectations. 
This sense of authenticity is salient not only for its interface with happiness, well-being 
and leisure-linked consumption, but also as a culturally determined hermeneutic related 
to men’s health, well-being and masculinities.   
 
 
1.3  Summarising comments 
Health is a multi-faceted concept uniting the personal lives of individuals with the 
institutionalised, political entities of ‘state’ via both economic and social phenomena. It is 
mostly approached from a risk-based perspective in national accounts, which latterly 
apply social marketing techniques to engender behavioural compliance. These have been 
of limited effect with the target population. In lay terms, health is primarily viewed as 
‘not-ill: the absence of physical symptoms’ and having a sense of wellness despite the 
presence of disease. Not all people have the same potential to live optimally healthy lives, 
but this tends to be socially determined. The same social determinants are negatively 
implicated by poor uptake of health promotion initiatives aimed at people-groups seen as 
hard-to-reach. These groups include men, many of whom neither seek health-related 
help nor engage with its discourses unless positioned thus through personal necessity. 
Health is of specific interest from a salutogenic perspective. This focuses on the ability to 
make coherent sense of one’s health-related circumstances. Salutogenesis re-frames 
health into something positive and facilitates the uptake of an orientation that accepts its 
challenges, yet also marshals its resources for adaptive coping in the here-and-now.  
 
Well-being is a long-established philosophical concept that applies to the pursuit and of 
happiness and pleasure in the lives of individuals, communities and nations. Its 
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conceptual history dates to Ancient Greece, where Aristotle’s (384-322 BCE) manifesto 
identified leisure as playing a central and precipitant function in both well-being and self-
actualisation (realising one’s full potential). Well-being can be hedonic (an ‘in the 
moment’ sense of positive affect), or it can be eudaimonic. The former is the dominant 
academic and policy perspective, which is in part due to its apparent quantifiability. 
However, the eudaimonic perspective arguably indicates a more stable underlying state 
associated with life satisfaction. There are ongoing debates over the most appropriate 
ways to measure these constructs. Despite its lack of a consensual definition, well-being 
has historically played a central role in accounting for the economic health of nations. 
Some argue that this leaves the concept vulnerable to politically expedient manipulation 
in the pursuit of commercial profit or evidence for policy-effectiveness. The cautions 
raised as to inherent risks from focusing on a single well-being perspective are that it may 
only tell half the story. A cursory glance might lead one to imagine that links between 
health and well-being are easily proven, yet they are both “slippery” concepts, which are 
hard to quantify: this brings challenges that encroach on inference and measurement.  
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Chapter Two: Masculinities 
“To speak of masculinities is to speak about gender relations. 
Masculinities are not equivalent to men; they concern the position of 
men in a gender order.  They can be defined as the patterns of practice 
by which people (both men and women, though predominantly men) 
engage that position.” 
Raewyn Connell (italics author’s own) 40 
 
2.1  Preamble 
Masculinity is empirically and theoretically complex and is most often approached from 
essentialist 41 and social constructionist42 perspectives. The importance of men’s beliefs 
about masculinity in their health and social behaviours is well-established (eg Connell, 
2005; Marcell et al, 2011). Masculinity is “a culturally-based ideology scripting gender 
relations, attitudes, and beliefs” (Thompson and Pleck, 1995: 130). But ideologies that 
underpin masculinities frequently change across the lifespan (eg Emslie et al, 2004). 
Traditional masculinity ideologies are part of the theoretical underpinnings of this 
research.  
 
‘Masculinity ideologies’ (Thompson et al, 1992) identify “the body of prescriptive and 
proscriptive social norms that sanction men and masculinity performances” (Thompson 
and Bennett, 2015:1). They explicitly distinguish masculinities as social norms, as separate 
                                                     
40 See Masculinities at: http://www.raewynconnell.net/p/masculinities_20.html  
41 One’s physical sex is biologically-determined, and subject to only minimal socio-cultural or linguistic 
influences (DeLamater and Hyde, 1998). 
42 One’s gender is shaped socio-culturally and linguistically, rather than biologically (ibid). 
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from the profoundly different constructs of gender identity or orientation (ibid). Thus, 
masculinity ideologies represent men’s beliefs about the significance of their adherence 
to traditional norms for masculine behaviour (Marcell et al, 2011). Masculinity ideologies 
are assessed using men only items, eg “It is essential for a guy to get respect from others” 
(Pleck et al, 1994b). Conversely, masculinity embodies the social qualities of ‘being a man’ 
against which other men position themselves (Connell and Messerschmidt, 2005). 
According to Pleck et al elsewhere, masculinity ideology underpins and endorses a man’s 
attitudes to masculinity, describing his beliefs, values and attitudes related to “men 
adhering to culturally defined standards for male behaviour” (Pleck et al, 1993b: 85). 
Contextualising sociologically, the portrayal of masculinity exemplified by Grey in the 
erotic novel Fifty Shades of Grey is only one of numerous, potentially influential 
masculinities (Allan, 2016). When masculinity is nuanced by hegemonic masculinity (“the 
currently most honoured way of being a man”) it becomes a “pattern of practice” that 
ideologically legitimates “the global subordination of women to men” (Connell and 
Messerschmidt, 2005: 832). 
 
Raewyn Connell contends that, “Gender research is, today, one of the major fields of 
sociology, both academic and applied.” (Connell, 2014: 550). The critical study of 
masculinity shows parallels with accounts in feminism, in that its development suggests 
three phases (Edwards, 2006). The first phase primarily concerned the developing sex role 
paradigm and used the sex roles concept to address its questions, emphasising social 
control, modelling and performing according to socially-defined norms on the male role. 
This later paved the way to gender conceived as socially-constructed (see Pleck, 1981).43 
                                                     
43 Pleck’s 1981, The Myth of Masculinity, according to the introduction of A New Psychology of Men, (Levant 
and Pollack, Eds., 1995) was the harbinger for later consideration of men’s gender issues. 
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The second phase manifested as a reactive focus on more structural issues of gendered 
power, including the notion of hegemonic masculinity (Connell, 1987), which was said to 
dominate oppressed ‘other’ masculinities most frequently on grounds of race, class or 
sexuality. It was “white, Western, middle-class and heterosexual” (Edwards, 2006:2). 
Connell’s logic was intuitive and continues to influence academic debates in both health 
and gender. Hegemonic masculinity was exposed, among other things, by the sex role 
paradigm developed during the first phase of critical studies, during the 1970s (ibid).  
 
Towards the end of the 1980s and into the 1990s, the third phase was catalysed by post-
structuralist44 thoughts on gender. These approached masculinity via the interdisciplinary 
abstraction of ideas like representation and contingency as they relate to normativity, 
performativity, and sexuality. It is theorised in the social sciences, literature, culture and 
media – all of which challenge the coining of a more fixed definition (Edwards, 2006). 
Edwards also points out a form of artificial dualism in first- and second-phase discussions 
on masculinities. He claims they lack integration, sometimes completely omitting and at 
other times conflicting with discussions arising from post-structuralist, culturalist and 
media-driven analyses, which are to him equally valid commentaries (ibid, p3). There, 
Edwards asserts that, while claiming to critically study the same phenomenon, this false 
dualism is a non-communicative interface that results in failure to “often even consider 
the same topics in relation to masculinity or ask the same questions, let alone come up 
                                                     
44 Post-structuralism is a label used to describe the collected intellectual critiques of Structuralism, which is 
a concept arising from early to mid-20th century European thinkers. According to Structuralist logic, human 
culture may be understood via the hermeneutic of something akin to language. A major tenet of post-
structuralism is the exposure of what is seen as instability in the human sciences, in that the unquantifiable 
complexities of being human ultimately confound all attempts to escape from structure, rendering it 
impossible to study it from a truly objective standpoint.  
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with comparable answers” (ibid, p4). This view is not universally upheld by those who 
seek the middle ground (eg Clatterbaugh, 1998). 
 
Role-related, culturally systemic expectations of men that reinforce and affirm the value 
of traditional masculinities also interact with other social markers, such as job status. 
They may affect hiring decisions, have the capacity to perpetuate men’s gendered role-
related distress and can restrict men’s senses of themselves as men (Shen-Miller, Olson 
and Boling, 2011). Operationalising men’s well-being, health and social identification via 
the culturally-rich leisure masculinities of British motorcycling enables dynamics involving 
that dualism to be explored. Thus chapters Three, Four and Six engage both empirical and 
cultural discussions of men and masculinities, aiming to present them in a non-mystifying 
way, theoretically and methodologically. 
 
 
2.1.2  Definitional challenges… 
Clearly, ongoing debates surround the nature of masculinity. “Whatever masculinity is or 
masculinities are, they are subjects of theorizing” (Clatterbaugh, 1998:25; citing Brod and 
Kaufman, 1994). Two decades on, theorising has not rendered an over-arching definition 
of either the construct or its nature. Selecting an appropriately cross-cutting definition of 
masculinity is difficult, as each closely aligns with the dominant paradigms of its discipline. 
One states “Male-associated sex-specific social roles and behaviours unrelated to biologic 
function” (www.medical-dictionary.org). Others define the construct's background rather 
than attempting to define masculinity per se, as these examples show:  
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• A quality characterised by physical and behavioural features such as physical 
strength, which is commonly associated with males (Dictionary of Sports Sciences 
and Medicine). 
• The characteristics of, and appropriate to, the male sex (A Dictionary of Sociology). 
• A highly-differentiated identity category with its own relations of alliance, 
subordination and dominance (The Dictionary of Geography). 
• The culturally relative ideal gender identity for men (A Dictionary of Critical 
Theory). 
 
These reflect the generally vexed nature of our inter-disciplinary stasis. In his classic 1986 
text, Michael S. Kimmel (currently Distinguished Professor of Sociology, Stony Brook 
University, New York) observes that masculinity (and men) have been subject to ongoing 
social transformation since the mid-1970s. Today, men must be profeminist, sensitive, 
caring yet simultaneously deny, “intrinsic differences between men and women that we 
are affirming when we are proud of being men” and this leads to confusion about what it 
means to be “real men” (Schmitt, 2001: 393; Farrell, 1993, 2001, 2012). As Kimmel stated 
prior, “the definition of masculinity – what it means to be a man – has been undergoing 
dramatic changes in the past decade.” (Kimmel, 1986: 518). His simple clarification is free 
of any theoretical perspective, so I am adopting as my preferred definition of masculinity: 
“what it means to be a man.” 
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2.1.3  The ‘taken for granted’ status of the Male 
“To many men, particularly midlife men, the question of what it means 
to be a man today is one of the most persistent unresolved issues in their 
lives.”  
From The New Psychology of Men, Robert Levant (1995: 229) 
 
The historic centrality of men and masculinity is widely researched, largely because of its 
socio-political persuasiveness as a cross-cutting concept that is influential in scientific, 
social and political discourses. Masculine perspectives dominate empirical science, in that 
“much that is studied on masculinity was previously taken for granted in studies of males 
by other males” (Kent, 2007). Conversely, contemporary French feminist philosopher Luce 
Irigaray (1985) argues that science is itself intrinsically prejudiced toward unified 
categories, that are typically represented as masculine. Thus, the only viable response is 
‘strategic essentialism’. This equates to a pre-meditated argument grounded in, yet 
simultaneously arguing against, a biologically-determined understanding of gender. By 
way of challenge, Irigaray also conflates strategic essentialism with the idea of mimesis, 
which could be paraphrased as ‘coming out in the opposite spirit’. For example, if females 
are accused of being illogical, they would argue logically against the accusation’s validity.  
 
Feminist perspectives have challenged masculinity’s taken-for-granted-ness ever since it 
was acknowledged in the early 1970s, resulting in enhanced reflexivity about traditional 
male roles and aspects of the gendered social order. Some argue that “these debates, 
particularly academic debates, are now more explicit, more gendered, more diverse, and 
sometimes more critical” (Hearn and Pringle, 2006:1). The late 1970s also heralded an 
ongoing deconstruction of “patriarchal monoliths” alongside what were then relatively 
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fixed binary categories of gender. This resulted in what Hearn and Hein refer to as 
differentiaed, pluralised approaches to (2015: 1635). Diverse masculinity ideologies 
endorse contemporary masculinities (eg Levant, 1996; Pleck, 1995; Connell, 2005), and 
involve “a particular constellation of standards and expectations that individually and 
jointly have various kinds of negative concomitants” (Pleck, 1995: 20). Due to its 
domination of theoretical perspectives in pre-1970s theorising, “before the 
deconstruction of gender” (Levant, 1996: 260), this is typically referred to as traditional 
masculinity ideology. Men who violate gender role norms are censured socially, and at 
times with serious outcomes (Pleck, 1995). Therefore, both traditional masculinity and 
traditional masculinity ideologies have negative concomitants and connotations. Notably, 
when masculinity is operationalised via agency45 (a subcomponent), it is an important 
predictor of men’s subjective well-being (Pietraszkiewicz et al, 2017). 
 
Feminism’s influential, re-defining role gave rise to a new masculinity that encompassed 
“many traits previously thought of as feminine: emotionality, intimacy, nurturing, and 
caring.” (Gill, 2014).46  This may be unhelpful and some men may see it as marginalisation, 
leading them to, “compensate for a subordinate social position by appealing to gender 
hierarchies through risk-taking behaviour” (Kavanagh, Shelley and Stevenson, 2017:363).  
Others see such expectations as applying new pressures to resist behavioural aspects of 
traditional masculinity ideology and “to commit to relationships, to communicate one’s 
innermost feelings, to nurture children, to share in housework, to integrate sexuality with 
love, and to curb aggression and violence” (Levant, 1996:259). Resultant confusion over 
                                                     
45 Valuing success and achievements. 
46 Gill, Rosalind was Professor of Cultural and Social analysis at City University London when she published, 
“Rethinking Masculinity: Men and their Bodies”. Accessed online, 27 March 2014, at: 
http://fathom.lse.ac.uk/Seminars/21701720/index.html 
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the meaning of being a ‘real man’ undermines men’s legitimate sources of pride in the 
intrinsically different ways in which they are different to women (Schmitt, 2001: 393). 
One scholar even described men as, “The Disposable Sex” (see The Myth of Male Power, 
Farrell, 1993, 2001, 2012).47 Yet, traditional masculinities continue to be constructed and 
re-constructed in the liminal spaces of popular media, where they are portrayed as an 
incoherent archetype, socially outmoded, but also mourned.48   
 
‘Men’s Studies’ originated as an academic movement originated in the early 1970s, in 
response to and in tandem with the women’s liberation movement and what some term 
second wave feminism (eg Hearn, 1998; Hearn, 2015). Some have argued that although 
both feminism and men’s studies drew on the effects of social changes in the meanings of 
gender (here, masculinity), men’s studies would not achieve the same impact as women’s 
studies (eg Kimmell, 1986). Over thirty years later, if not the study of men per se, then the 
foregrounding of masculinities in numerous research contexts challenges Kimmel’s 
prediction. Indeed, caution has been urged to ensure that women are not re-excluded, 
considering the rising focus on studies of men, which are “something of a ‘success story’” 
(Hearn, 2004: 50). Men’s studies are partly due to men’s desire to reinforce patriarchal 
social structures, perceived as under threat from developments in feminist thought. 
Arguably those motivations were exposed because of the effective, though largely 
“theoretically rootless” works of liberal feminism (Connell, 1990: 513). This was a period 
of social upheaval and “Men’s liberation leaders grappled with the paradox of 
                                                     
47 If you cannot read the book, first published in 1993, highlights from it are available online, as presented 
by the journal New Male Studies, from the Australian Institute of Male Health and Studies. Accessed 12 
October 2018 at: http://newmalestudies.com/OJS/index.php/nms/article/viewFile/35/36/0.   
48 See Murray, White et al on the “construction of esteemed and subjugated” Australian Rugby League 
masculinities on the Footy Show, 2016. 
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simultaneously acknowledging men’s institutional privileges and the costs of masculinity 
to men” (Messner, 1998: 255).  
 
Men’s studies is debated from several standpoints. In health research, theorising men and 
masculinities tends to fall into two main camps: Men’s Studies, and Critical Studies on 
Men (Hearn, 2004). Hearn sees Men’s Studies as a responsive position linked to women’s 
changing social roles that concerns the re-affirmation of essentialist conceptualisations of 
gender (rooted in biological sex). Maria Lohan summarised his thesis: “In essence, and at 
the risk of over-simplification, men’s studies seek to celebrate male bonding and tell men 
they are okay with no interest in promoting feminist theory of practice” (Lohan, 2007: 
493,494). Critical Studies on Men differs as they study the gendered nature of men’s lives 
and arise from men’s own “pro-feminist responses, to feminism and debates on gender 
relations.” (Hearn, 2004: 50). Critical Studies on men approach their subject according to 
three main principles: “seeing gender as socially constructed; challenging hegemonic 
masculinity; and challenging gender power relations” (which all have roots in feminist 
thinking; Lohan, 2007:494). This resonates with Hearn’s thesis that scholars extend the 
evaluative study of men beyond the notion of hegemonic masculinities, into what he calls 
the ‘hegemony of men’ (Hearn, 2004).  
 
Initially motivated by a perceived lack of empirical knowledge on the subject, Raewyn 
Connell, Jeff Hearn, Michael Kimmel, Michael Messner and James Messerschmidt have all 
authored/ co-authored highly influential commentaries on masculinities in the last 30-40 
years. Masculinities focused on life histories to study gender practices and consciousness 
of men whose lives were in transition and they became the subject of two chapters in this 
classic text (Connell, 1995, 2005). Moreover, contending men’s transitional state as an 
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outworking of their masculinity is not based on a linear history. Instead, masculinities 
exist among “complex structures of gender relations in which dominant, subordinated 
and marginalized masculinities are in constant interaction, changing conditions for each 
other’s existence and transforming themselves as they do.” (Connell, 2005:198).  
 
 
2.1.4  Gender and masculinities 
“Gender is seen as the active social process that brings reproductive 
bodies into history, generating health consequences not as a side-effect 
but in the making of gender itself…”  
Raewyn Connell (2012: 1675) 
 
Gender relations have been identified as ‘cultural dispositions’ constituted through body 
practices and mental constructions, leading to the identity-manifesting ritual practices of 
daily life (Bourdieu, 1977). Arguably, gender is both the context and the concept in which 
masculinity finds it rightful home. Perspectives contending that gender has its origins in 
grammar, where it categorises nouns and their modifiers (eg French: le chien, la chaise) 
are challenged by perspectives that prefer explanations of gender identity reliant more 
specifically on sociological influences arising from feminist intellectual traditions. The sub-
perspectives on gender’s origins in the latter category embrace biological and cultural 
determinism, dipping into/out of the issue of variability. One conceptualisation (‘doing’ 
gender; West and Zimmerman, 1987) is so integrated with the “sociological lexicon” that 
it frequently crops-up without appropriate citation and its “ubiquitous usage also creates 
conceptual confusion” (Risman, 2009:83).  
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West and Zimmerman hypothesised gender as, “a routine accomplishment embedded in 
everyday interaction” (1987: 125). Despite his critique, Risman acknowledges, “We can 
honor West and Zimmerman (1987) no more than by moving beyond our reliance on a 
doing gender framework, because the very existence of that language helped change the 
gender structure itself” (2009:85). Since its inception, ‘doing gender’ has continued to 
influence masculinities theorising, certainly from social constructionist perspectives. In 
the late 1960s/early 1970s, classroom academics presented sex as, “ascribed by biology: 
anatomy, hormones, and physiology” (West and Zimmerman, 1987:125). And, likewise, 
gender as, “an achieved status: that which is constructed through psychological, cultural, 
and social means” (ibid). In this, gender is constituted via words, signs, symbols and social 
meanings.  
 
West and Zimmerman’s classic Doing Gender (DG) was published during “a paradigm shift 
in feminist social science” (Messerschmidt, 2009: 85) after 10+ years’ trying, “to reconcile 
findings on the use of interruption in conversations between men and women… with 
prevailing formulations of sex role theory.” (ibid, p112). It clearly identified the confusion 
and ambiguity surrounding sex, both for its authors’ own students and for those in other 
social worlds. DG elaborated, “often overlooked distinctions” between sex (distilled to 
biological criteria for pragmatic reasons), sex category (got by applying the biological sex 
criteria) and gender. Gender they saw as informed by norms related to one’s biologically-
designated sex category, by which gender is both situated and actively managed. The 
importance of an individual’s gender illuminated by their sex category is re-emphasised in 
a later publication that states, “accountability to sex category membership” is the “key to 
understanding gender’s doing is” (West and Zimmerman, 2009:116; their own emphasis). 
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By critically examining the traditional place of gender as both enacted and accomplished, 
in sociological terms, the ‘doing’ (and ‘un-doing’) of gender becomes an unfolding aspect 
of social situations. Thus, gender was hypothesised as socialised through repetition, in an 
“ethnomethodologically informed, and therefore distinctly sociological, understanding of 
gender as a routine, methodical, and recurring accomplishment” (West and Zimmerman, 
2009: 126). Their thesis was that socio-culturally normative (hence appropriate) ‘doing’ of 
gender simultaneously upholds, reproduces and legitimates society’s institutionally 
structural practises based on sex category. Thus, rather than being experienced at the 
structural level of “institutional arrangements” the cost of failing to ‘do’ gender 
appropriately was borne by the individual who “may be called to account (for our 
character, motives, and predispositions)” (ibid, p146). 
 
‘Doing’ gender (ie “as a routine, methodical, and recurring accomplishment”) draws-in 
attendant issues of conformity, ideology. Also, the preservation of the social status quo 
legitimates existing social processes and outmoded social controls based on categorical 
notions of sex (ie, traditionally weighted pro an established patriarchal order). But, it is 
important to establish that patriarchy as a pervasive social structure remains debated “in 
particular for false universality, attributing modern western patterns of men’s domination 
over women to the rest of the world and the rest of history” (Connell, 1990: 514). Connell 
also sees it representing “historically produced situations in gender relations where men’s 
domination is institutionalised” and arising within men’s social interactions, where it is 
manifest as an embedded presence of their “overall social supremacy” (ibid, p514; his 
own emphasis).  
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West and Zimmerman’s thesis aimed to clarify “the interactional scaffolding of social 
structure and the social control processes that sustain it.” (West and Zimmerman, 
1987:147). Presenting gender as reflected or expressed by individual’s “various and 
manifold” socially-situated activities (ibid, p127) led to an ethnographic turn in the 
practices/ processes of gender theorising. At a 2009 symposium dedicated to Doing 
Gender and its influence, West and Zimmerman reflected on the concept, restating and 
clarifying the original idea as foundational to discussing related and diverse theorising 
arising subsequently. Present at the symposium, masculinities theorist James 
Messerschmidt called ‘doing gender’ “a powerful intellectual tool for conceptualising 
gendered behaviour” (Messerschmidt, 2009: 86). He also suggested it may benefit from 
enhancements like the exploration of incongruence between gendered behaviours and 
individuals’ categorical sex, or investigating meaning associated with the validation of 
gender during social interactions (ibid). 
 
 
2.1.5  The gender/science interface 
“For centuries, of course, almost every book was a book about men. 
Even today, if a book doesn’t have the word women in the title, it’s 
probably about men. What marks these new books as different is that 
they promise to be about men as men, about men as gendered actors, 
about how the experience of masculinity shapes either private life or 
participation in the public arena.”  
Michael S. Kimmel (1992: 162) 
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In terms of their respective feminine and masculine traits, gender stereotypes generally 
characterise typicality in men and women, and gender itself is a primary socio-cultural 
factor influencing health-related behaviour (Courtenay, 2000c). Moreover, masculinities 
and health are constructed differently to femininity regarding health/health institutions 
(ibid). If, as previously described, one’s sex category (biological status based on biological 
criteria) is strongly implicated in one’s gender performance, then what if categorisation 
fails to deliver? Or if individuals’ bodies present genetic or physiological ambiguities that 
preclude dichotomous ‘female’/’male’ sex variable identification irrespective of apparent 
physical appearance (Rosario, 2007)? Gender identities are fluid. As embodied subject 
positions in discourse, they “are not expressions of an inner truth” (Connell, 2012a: 1676). 
 
Therefore, gender becomes a workable construct for all people as it accommodates the 
totality of social and individual meanings attached to the experience of being female or 
male. Hence, my gendered social identity reflects how I perceive myself psychologically. 
Gender acquisition starts at birth and, depending on one’s view, emerges according to the 
sociological contexts you are born into domestically, medically, socio-culturally. As with 
gender acquisition, debates have surrounded the gender concept since inception. Gender 
is especially relevant to studying men’s health and well-being due to its consistent pairing 
with risk-based inequalities by researchers, policy-makers and academics. Masculinity in 
health prevails as a problematised construct, so one should remember that, “Public policy 
documents on gender and health mostly rely on categorical understandings of gender 
that are now inadequate.” (Connell, 2012a). 
 
Gendered inequalities permeate the realms of gender socialisation and society, problems 
associated with the structural ‘othering’ of females are thus an outworking of the general 
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hegemony of men (Hearn, 2004). Some gender discourses reify masculinity as ‘norm’ and 
the male as ‘Object’ to a female ‘Other’ (eg see de Beauvoir, cited by Connell, 1995, 2005; 
Kimmel, 1986). Yet, in contrast with past eras where women’s voices in science were, if 
not silenced, then certainly subdued, women may now at least engage as valid theoretical 
contenders. A good example is Christine Beasley’s (2008) proposed reformulation of 
Connell’s universally-established concept of hegemonic masculinity. Beasley evaluated 
the concept’s effectiveness, recognised its pedigree and suggested some changes, leading 
to interesting and constructive ripostes from Richard Howson and James Messerschmidt. 
These exchanges assisted my understanding greatly, both of criticism and of the concept 
itself. 
 
Hegemonic masculinity was first coined by Connell in the classic text, Gender and Power: 
Society, the Person and Sexual Politics (1987). Responses to Beasley defended its original 
formulation, identifying its historic antecedents and linking them with processes of social 
change that enabled the concept to evolve. Beasley later reflected on the “advantages of 
agonism rather than consensus” and her desire to embrace them via debate (2012: 747). 
She also cites constructive criticism as vital to ensuring that theoretical directions in men 
and masculinities’ scholarship remain heterogeneous (ibid). One of her main theses is 
that the hegemonic masculinity/ies concept is now so integrated within the sociological 
canon as to be rarely challenged, which should not preclude debate. But, she still sees it 
as a valuable conceptual hermeneutic by which to seek insights into the well-being, 
health praxes and social identity of men. Masculinity’s psychoanalytic antecedents are 
covered briefly in Appendix 2. 
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2.2  Masculinity: into the 1960s and beyond 
In 1963, Erik Erikson extended Freud’s theory by using physiological sex differences to 
explain psychological differences. He saw traits like intrusiveness and aggression (males) 
and inclusiveness and passivity (females) resulting from structurally-different sex genitalia 
and applied constructivist life-span approaches to adult maturation. Erikson adopted 
many Freudian concepts but disagreed that adult social agents’ actions were determined 
by things set in place in childhood that became pre-ordained responses (Hampson, 1982). 
Taking different theoretical standpoints, Erikson and Freud implicated early childhood in 
acquiring personality. To Erikson an emerging adult’s discriminant abilities related to their 
development of interpersonal trust and conscience. He argued that, rather than being 
determined in childhood, personality changed over time in response to one’s resolution 
of developmental conflicts. Gender emerges as a process-driven aspect of ego-identity 
development; simultaneously biological (psychosexual) and psychosocial. Ergo, it was 
conceived through the social processes of an individual’s interpersonal relationships and 
personal concerns (see Erikson, 1963).  
 
By the late 1960s, French psychoanalyst Jacques Lacan shifted theory towards the notion 
of gender as a system of socially-ordered symbolic relations, rather than fixed empirical 
facts about an individual. To Lacan, masculinity occupied a [place] in a symbolic and social 
order in which the owner of the phallus (symbolic of the father and highly politicised) was 
central. Credited with one of the first influential critiques of Freud’s clinical observations, 
Lacan was nonetheless guilty of substituting his own prejudices for Freud’s in the process 
(Masson, 1988). By the late 1970s, theorists argued male children modelled their ideas of 
masculinity through identifying/engaging with cultural exemplars, rather than through 
relations with real men in daily life (Chodorow, 1978). Thus, women’s primary care-giving 
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role robbed growing boys of immediately-available same-sex models, so boys must 
actively research what it means to be a man. This lack of available male role models sets 
boys up for an individualised masculine self-concept existing apart from others, idealised 
by both males and females and, crucially, defined by the ‘not feminine’ (ibid). Chodorow 
is criticised for arguing that all gender is socially constructed, and all children are so-called 
tabula rasa49 without accounting for influences from biological factors in the making of 
gendered social beings.  
 
Finally, ethnographic studies of sex and gender systems made an influential historic 
contribution to the conceptualisation of masculinities. The field was initially dominated by 
researchers claiming they upheld objectivity because of geographic distinctiveness (eg 
Mead, on Samoans). Ethnographic perspectives were influenced by feminist ideologies 
manifest in historic tensions between anthropology and psychoanalysis as ethnographers 
published observations on gendered sexual practices eg boys’ rites of passage behaviour 
via oral ingestion of older males’ semen (Herdt, 1981). Herdt’s findings were at odds with 
the psychoanalytic explanations of masculinity; he suggested that sexuality may itself be 
culturally constructed (Herdt, 1984).  
 
 
2.2.1 Sex role approaches to masculinity 
“One of the few compelling things the male role literature and Books 
About Men did was to catalogue Problems with Male Bodies, from 
impotence and ageing to occupational health hazards, violent injury, loss 
                                                     
49 i.e. So-called ‘blank slates’, receptive to imprinting. 
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of sporting prowess and early death. Warning: the male sex role may be 
dangerous for your health.”   
Masculinities (R.W. Connell, 2005: 51) 
 
Sociology has a somewhat conflicted history with sex roles, in that it is the discipline in 
which some of the earliest sex role work on masculinity took place, yet it is also “the site 
of the sharpest break from the sex role framework” (Connell, 2005: 34). Now, the sex role 
paradigm is more often favoured by social psychologists than sociologists though it is also 
popular with the general public. Sex role theory evolved from the work of an American 
sociologist, Talcott Parsons (1902 to 1979). As a proponent of system theory, Parsons was 
a Functionalist who saw societies as systems of living organisms that comprise differing 
functioning elements (eg Parsons’ notion of the ‘nuclear’ heterosexual family). However, 
focusing on well-adjusted nuclear families was idealised and excluded other family forms 
(see Haralambos and Holborn, 2008). Despite being embedded in ongoing social change, 
he upheld a strongly modernist perspective on society (Mayhew, 1984). He was also 
committed to ‘rationality’, which explains individuals’ social actions as being based on 
facts or reason, rather than emotions or feelings and relates to the quality or state of 
being reasonable. Parsons’ theories have been criticised as mechanical, conformist, anti-
voluntaristic and contradictory (eg Habermas, 1981).  
 
Parsons made a significant contribution to the canon of major sociological theories, with 
works such as his theory of the ‘sick role’ (see Parsons, 1957). Some argue that Parsons’ 
standpoint, built on assumed social cohesion and consensus, failed to account for issues 
like social conflict and change (see, eg, Morgan et al, 1985). And, variants of role theory 
settled uncritically into the theoretical foundations of psychologically-oriented helping 
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professions (Connell, 1983). There, they became “the practical ideology of counsellors, 
social workers, teachers, and personnel officers” in various applications (ibid, p204). 
Messner later observed that Connell’s judgement was made when the popularisation of 
role theory was losing some of its power as “the major currency of social theory” and it 
should be considered as a “working hypothesis, rather than a final word” on the theory’s 
place in those professions (1998:272). Sex role paradigm critics agree in five main areas: 
1. Its language tends toward individualistic and voluntaristic analyses, rather than 
interrogating institutional or structural power dynamics. 
2. It covers up oppressive gender relations by implying a non-existent ‘symmetry’ 
between women and men.  
3. It overlays a falsely unified middle-class, white, heterosexual normativity where 
non-conformity equates to deviance.  
4. Its analyses are often grounded in unquestioned, assumed, biologically essentialist 
categorisations of gender based on male and female physiology and measurable 
differences.  
5. It fails to account for change, resistance and the imprints of history (ibid).  
 
Despite all this, Messner considers sex role theorists as amongst the first to explore the 
possibility that performing a male sex role bears a social ‘cost’ in terms of the conflicting 
demands placed on boys and men by their privileged position (ibid; citing Hartley, 1959).  
 
In the 1950s and ‘60s, researchers had begun to investigate relations between mental 
health, gender orthodoxy and marriage (ie heterosexual normativity), which led to non-
normative relations being pathologised. Sex roles were applied to gender in two ways. 
First, roles were specific to definite situations. Second, one’s biological sex dictated that 
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males take ‘instrumental’ (or ‘functional’) roles, while females take ‘expressive’ ones 
(Connell, 2005). Indeed, men’s relational motivations are still predominantly framed as 
‘instrumental’ in the social sciences research canon (cf. McKenzie et al, 2018). Those roles 
are internalised by children and enacted later by adults to ensure smooth-running role-
based, societies (Hearn, 2004), peopled by psychologically healthy males and females 
whose lives demonstrate clearly-bounded50 masculinity and femininity (see Bem, 1975). 
By the mid-1970s, challenges to this standpoint arose because restricting individuals by 
imposing non-androgynous sex roles limited and undermined their social adaptability 
(Bem, 1975). Bem’s innovative thesis noted evidence suggesting that non-androgynous (ie 
highly sex-typed) individuals’ self-concept was what motivated them to behave 
consistently within socially-prescribed sex roles. Subjects that met Bem’s androgyny 
criteria were considered less closely sex-typed, according to then current concepts of 
masculinity and femininity, as the foundation for their gender. Strong links emerged 
between degree of sex-typing displayed by individuals and likelihood of acting-out 
previously-gendered behaviours eg independence (masculine) and playfulness (feminine) 
(Bem, 1975).  
 
By the mid-1980s, the sex role paradigm’s limitations were increasingly seen as 
“ahistorical, psychologically reductionist, and apolitical.” (Kimmell, 1986: 520; citing Pleck, 
1981). And, critics accused the paradigm of shoehorning gender socialisation into “fixed, 
static and mutually exclusive” silos (Kimmel, 1986: 521), while research drawing on its 
core tenets risked an a priori theoretical restriction of academic inquiry. Pleck refers to his 
gender role strain model for masculinity as “a social constructionist perspective that 
                                                     
50 i.e. Heteronormative. 
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simply predated the term” (Pleck, 1995:22; a view re-stated by Levant, 1996:260). Role-
based conceptions of gender persist in academic journals eg Social Psychology of 
Education: An International Journal (see Moses et al, 2016), or The Journal of Sex 
Research (see Rammsayer et al, 2017). This may be due to their intuitive popularity, 
advances in scale-based methods and the attractions of objective categorisation via 
accessible, valid and reliable measures. For, as Addis says: “there is a good deal of social 
utility to empirical methods… They create a relatively level playing field whereby agreed 
on research practices allow for the questioning of findings, replication of results… [They] 
also serve the social function of guarding against charisma as the sole arbiter of whether 
ideas are accepted.” (2010:111). 
 
Arguably, masculinity is a socially-learned construct that can be operationalised via men’s 
responses to measures testing their conformity with gender roles, gender norms, gender 
ideologies.51 Some argue for limited evidence of its utility in that respect (eg Addis et al, 
2010), although Connell suggests that gendered sex roles are always conceptually fixed at 
some level to individuals’ biological sex (1995, 2005). Related theorists see masculinity as 
populated by subfields representing the multiple dominant masculinities operating within 
it and within which constant struggles for power and domination take place (Coles, 2009).  
 
Sex roles, applied to gender, situationally and behaviourally, via the enactment of a set of 
functional or expressive cultural expectations result in assumed hegemonic (dominant), 
‘heteronormative masculinities’ (Connell, 1995, 2005; Connell and Messerschmidt, 2005). 
Some men believe that “[b]eing gay is not considered masculine” (Verdonk et al, 2010: 
                                                     
51 eg Addis, Mansfield and Syzdek, 2010; Hammer and Good, 2010; Mahalik, Burns and Syzdek, 2007; 
Mahalik, Lagan and Morrison, 2006; Mansfield, Addis and Mahalik, 2003; Pleck, 1995; Thompson and 
Bennett, 2015; Thompson and Pleck, 1995. 
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717; also, De Visser et al, 2009). But, as an expression of male sexual identity, masculinity 
is often framed in negatively stereotypical terms. This prevails in so-called “guy movies”52 
though some argue that those media portrayals still allow a male viewer “to identify with 
the positive qualities of his own masculinity” (Zeglin, 2016). Either way, appropriating 
hegemony regarding masculinities governs cross-cutting logic beyond sociology. 
 
 
2.2.2  Theorising ‘Hegemonic Masculinity/ies’ 
As a theoretical concept, hegemonic masculinity was lifted from its Marxian origins by the 
Italian sociologist Antonio Gramsci, who studied labour force relations (Gramsci, 1971). 
His ‘cultural hegemony’ notion was predicated on the recognition of co-existent consent 
and force, manifest in dialectics of dominance and subordination (Lears, 1985). Gramsci 
struggled to find a precise definition, settling on: 
“the ‘spontaneous’ consent given by the great masses of the population 
to the general direction imposed on social life by the dominant 
fundamental group; this consent is ‘historically’ caused by the prestige 
(and consequent confidence) which the dominant group enjoys because 
of its position and function in the world of production.” (1971:12) 
 
Cultural hegemony provided a nuanced understanding of the underpinning influence of 
“values, norms, perceptions, beliefs, sentiments, and prejudices” in the machinations of 
structurally-ordered social power and control (Lears, 1985: 569). Gramsci’s notion is not a 
static state, but a process of continuous (re)creation in which the constitution of counter-
                                                     
52 The male equivalent of “chick flicks”. 
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hegemonies was a constant, live option (ibid), and where polemics of subordination and 
consent, and subsequent ambiguities related to inner conflict are oiled by individuals’ 
deeply-held conviction that the ruling classes are legitimate. Hence, subordinates need 
not actively commit to the hegemony in which they are situated and may resist, openly or 
covertly, despite the difficulties of adopting a world view at odds with the most ordinary 
people’s hegemonic culture (ibid). The Gramscian approach integrates parts of symbolic 
interactionism and cultural anthropology into a relations-based analytic framework for 
“systemic features of a society characterised by power, without reducing that society to a 
system.” (ibid, p572). Some contend that we are now “post-hegemonic” concerning the 
language of power (Lash, 2007:55). 
 
Both women and men conflate sex with gender on grounds of biological sex (Coltrane, 
1994). However, not all gender is that clear-cut. Connell takes recourse to Robert Stoller 
(1924 to 1991) to discuss the influence of emotional (not only social) interaction in the 
gendering of social identity. Stoller grounded his writing in the study of transsexuals, and 
dynamics of sexual excitement (eg Stoller, 1968, 1971). Stoller’s perspective suggests that 
acquiring a gendered identity may at times require one to override physical facts. While 
observing the binary nature of the two main standpoints, based on its ability to “add a 
social script to a biological dichotomy”, Connell also asks whether sex role theory offered 
a “common-sense compromise, asserting both biology and culture in a composite model 
of gender?” (Connell, 2005:51). In present sociology, hegemony’s principles are a means 
by which to study and understand masculinities. The concept works in the theorising of 
gendered power relations between men, and the role of masculinities in the legitimation 
of gender orders and regimes (eg Connell, 2005; Howson, 2008; Messerschmidt 2008, 
2012). Nevertheless, gender is manifest in more than the symbolic. Patterns of masculine 
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hegemony and domination extend beyond the often-closeted spheres of localised cultural 
identities into a globalised environment. It is argued that selected dominant masculinities 
shape and are shaped by global political and market forces. Especially prevalent in North 
Atlantic countries, their influences are established and maintained in distinct hierarchic 
institutional structures eg the State, healthcare, business, the materialities of domestic 
life (cf. Connell, 1998; Connell and Messerschmidt, 2005; Connell and Wood, 2005).  
 
Theoretical application of hegemony to the sociology of gender was first undertaken by 
Connell, in the classic Gender and Power (1987). The concept has since embraced the 
existence of plural masculinities rather than one, universal masculinity (eg Connell, 2005). 
Connell sees masculinity as framed by structural gender relations, related gender orders 
and institutional gender regimes in his discussion of gender, health and theory (2012a). 
Echoing Gramsci’s original version, his hegemony is not a fixed, stable state but liable to 
disruption by external or internal influences. So, masculinities fall into one of four 
relational categories: hegemony (representing socially cultural dominance), complicity, 
subordination or marginalisation. Connell’s framework was summarised in Williams and 
Robertson’s (2006) examination of “how men’s preventive health needs can be effectively 
met in primary care” (ibid, p26), and is reproduced in Table 1, below. 
 
Table 1. From R. Williams and S. Robertson: ‘Masculinities, men and promoting health 
through primary care’. Health. 2016. 16(8): 25-27 
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Williams and Robertson’s model decodes men’s often contradictory experiences of 
stereotypical masculinity/so-called masculine traits. These often limit men’s engagement 
with “health work” from both sides: men seeking healthcare and health practitioners who 
treat them (ibid, p26). Williams and Robertson’s call for health practitioners to optimise 
socially-activated uncertainties in men’s self-concepts, using them as engagement portals 
through which to introduce health-relevant dialogue is echoed by Griffith and colleagues 
(2016). Those authors emphasise healthcare providers’ responsibility to elicit men’s own 
health-relevant sense-making and approach healthcare as a shared endeavour. But, there 
are cautions: increasingly abstract post-structural theoretical foci on masculinities as 
socially performed, embodied aspects of men’s gendered selves may have resulted in 
perceptions that, in sociological studies of masculinity “the male body is omnipresent, yet 
relatively invisible” despite a focus on the embodied category of ‘men’ (Whitehead, 2002: 
181). 
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Since 1987, the hegemonic masculinities concept has been progressively established in 
the diverse disciplines that theorise men, moreover its language53 is embedded in the 
sociological lexicon (Yancey Martin, 1998). Hegemony is a socially desirable state among 
gendered cultures and groups, due to its power to sustain and reproduce the norms and 
values on which it was built (Bauman, 1990). But, masculine characters are not assumed: 
the task of being a man involves taking on and negotiating complicit or resistant positions 
in relation to prescribed dominant expressions of hegemonic masculinity (Connell, 1987). 
An American study of interactional differences between friendship and comradeship 
among men found complicit positions predicted comradeship,54 while resistant positions 
predicted friendship55 (Levy, 2005). Preparatory to his analyses Levy screened-out the 6% 
of respondents self-classifying ethnically as non-white leaving a heterogeneous group of 
self-classified “white, middle-class, middle-aged men” (ibid, p221). The remaining 94% 
were ‘middlers’ who (Levy citing Erving Goffman’s 1963 thesis), were “normative, or at 
least analytically centred” (ibid, p200). Notably, 74% were also married (ibid, p208).  
 
Connell’s drawing of hegemonic masculinity in Masculinities was described as, “critical 
realist” by Yancey Martin (1998:473), whereas critics suggest it offers an insufficient 
explanation of processes involved in men’s positioning as gendered beings (Wetherell and 
Edley, 1999). Thus, hegemonic masculinity was evaluated and revised in a process that led 
to its inclusion of multiple masculinities to take account of evolving gender practices and 
                                                     
53 For example, “complicit masculinity, the patriarchal dividend … the notion of masculinity and femininity 
as “gender projects”… ” (Yancey Martin, 1998:472) 
54 Referred to by author Donald Levy as, “more superficial, indicative of group membership and marked by 
intensity but not intimacy” (2005: 206). 
55 Referred to by Levy as “consist[ing] of mutual significance between individuals and the willingness to 
express themselves spontaneously and emotionally” (2005: 206). 
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the varied social environments in which maleness occurs. Goals for adopting masculinity 
as an organising concept when studying the psychology of men should be emancipatory, 
ideally, in that such goals help promote human wellbeing and achieve social progress by 
enabling the eradication of gender inequality (Addis et al, 2010). This is important, given 
the problematisation of masculinity by some theorists. 
 
The two decades from 1980 saw exponential shifts in academic masculinities theorising. 
As we know, by the late ‘80s masculinity was no longer fixed but fluid, and ‘being a man’ 
was being reconceived as performative, with men adopting and negotiating complicit or 
resistant stances related to dominant (hegemonic) masculinity (Connell, 1987). Through 
the ‘80s and ‘90s, drives to reform men according to profeminist ideals were exacerbated 
by neoliberalism’s economic effects on a (mostly male) blue collar workforce (Messner, 
2016). These ideologies still ratify economically-driven inequalities in men’s access to 
health, with obvious ramifications for their health promotion opportunities (Robertson 
and Baker, 2017). Then, in 1998, responding to Patricia Yancey Martin’s opinion piece 
reflecting on his Masculinities, Connell posed the rhetorical question: “Have I stretched 
the term too far?” (1998: 475). Yet, today we find that scholarship on “the theoretical 
politics of men” has gone on stretching the term. Some contend that it now embraces the 
influences of eg globalisation, sexuality and body studies, queer and transgender studies 
– of which all are reflected in “the theoretical object called men’s health” (Hearn, 2015:5).  
 
Masculinity is “implicated in all aspects of sociality” (Beasley, 2008: 86), including men’s 
health research, where, it is argued, Connell’s Hegemonic Masculinity Theory (HMT) can 
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dominate, to the detriment of exploring other standpoints (Matthews, 2016).56 Whatever 
one’s position on HMT, men have enjoyed centuries of privilege gleaned via their socially 
ordered primacy. So, perhaps men’s motivations for preserving the social status quo are 
axiomatic? Whilst acknowledging the unquestionable importance of Connell’s work, there 
are ongoing debates on its theoretical utility. These are largely grounded in the concept’s 
apparent diversion of gaze away from men’s acts and actions and, arguably, its glossing-
over of diverse sexualities and orientations (cf. Hearn, 2015).  
 
2.2.3 Concepts in transition: Hybrid and Inclusive masculinities 
Through the 1990s, theorists grappled with masculinities’ increasing cultural mediation 
and the consumer-linked commodification of so-called ‘new man’ and ‘new lad’, both of 
which were performative identities. These efforts led to fresh methodological approaches 
taking account of how masculinities were being discursively constituted via diverse media 
such as cinema and advertising (Edwards, 2006; Hearn and Hein, 2012). Newsstands saw 
an influx of commercially-successful men’s lifestyle magazines,57 offering men a variety of 
discursive strategies by which to actively formulate their chosen masculinities and bolster 
them via, eg, weight training, or drinking caffé latte. By the end of the ‘90s, we know that 
theorists such as Wetherell and Edley (1999) were pointing out HMT’s insufficiency when 
accounting for men’s self-gendering processes. These, and other developments accorded 
to the application of Foucauldian logic and post-structuralism to theorising masculinities, 
were attributed by at least one scholar (Whitehead, 2002) to what has been called the 
‘third wave’ of masculinities theorising (Hearn et al, 2012).  
                                                     
56 cf. Chimamanda Ngozi Adichie: The danger of a single story (2009). Listen here: 
http://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story.html  
57 For example, Loaded, which hit the shops in 1994 and closed in 2015 as a hard copy publication. See The 
Guardian: https://www.theguardian.com/media/2015/mar/27/loaded-close-21-years-lads-mag  
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Theorising through the 2000s saw the formulation of two important perspectives: hybrid 
masculinity theory (HT) and inclusive masculinity theory (IMT). Of the two, hybridisation 
perspectives ascribe less weight to men’s and boys’ increasing emotional intelligence as 
an indication of fundamental shifts in the gender order or the redefining of masculinity 
(de Boise and Hearn, 2017). Indeed, hybrid masculinities may ‘talk the talk’, yet continue 
to maintain gender inequalities (ibid). According to HT, hybrid masculinities reflect men’s 
“selective incorporation” of marginalized/ subordinated masculinities’ and femininities’ 
performative identities (Bridges and Pascoe, 2014:246). Thus, dominant masculinities 
(generally young, white, heterosexual),58 via the appropriation of those diverse gendered 
practices, distance themselves from more stigmatised aspects of hegemonic masculinity, 
whilst simultaneously reinforcing patriarchy and enjoying its benefits (eg Connell and 
Messerschmidt, 2005; or, more recently, Jennifer Whitmer (2016) on the entrepreneurial 
performativity of male bloggers). However, hybrid masculinity’s paradoxical dynamics are 
exposed by, for example, anxieties underlying the challenge of making the “wrong” 
clothing decision, manifest in men’s “fear of being seen as feminine” yet risking “being 
found not masculine” (Barry and Weiner, 2017: 22). Or, the abdication of responsibility 
for contraception by men who simultaneously position women as the gatekeepers of 
“reproductive autonomy” (Hamm et al, 2019: 116).  
 
Some IMT theorists contend that hybrid masculinities are interchangeable with inclusive 
masculinities (see Bridges and Pascoe, 2014: 248 on Anderson). Overall, HT claims to 
speak for evidence of change in how normative understandings of manhood reproduce 
                                                     
58 According to Tristan Bridges’ Manly Musings blog entry from April 2, 2014. Accessed 31 January 2019, at: 
https://thesocietypages.org/girlwpen/2014/04/02/making-sense-of-changes-in-masculinity/   
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gender, race, class and sexual inequalities (cf. Bridges, 2014; Bridges and Pascoe, 2014). 
Critiques of HT include arguments that it fails to explain for gender inequalities among 
marginalised men who fail to achieve hegemonic ideals (eg Randles, 2018). 
 
In IMT, the deconstruction of gender, reflected in the plurality of men’s self-gendering 
practices, manifests in the heterogeneity of (young) men’s peer groups and led him to 
hypothesise. IMT was published by Anderson in 2009, after he found consistent evidence 
of the progressive inclusion of gay men in those men’s peer groups (2002, 2005, 2008). 
Anderson predicates ‘orthodox’ (heterosexual) masculinity on homophobia (2005: 352).59 
He reasoned that traditional masculinity ideologies’ endorsement of homophobia not 
only marginalise gay men, but also limits straight men and boys, behaviourally (2008: 
105). Homophobic practices are often cited as a means by which (often young) men 
assert heteronormative masculinity and avoid social exclusion (cf. Limmer, 2014). Yet, 
from reading Anderson’s 2008 study, clearly some men’s same-sex sex in certain sports 
contexts can also be a means by which power-relations are flexed, irrespective of men’s 
self-gendered orientation (cf. Anderson, 2008: 111).  
 
In 2014, he and Mark McCormack assessed the evidence to find other contexts exhibiting 
(predominantly) behavioural shifts within male peer-group boundaries and used those to 
justify positing a sister concept, homohysteria, to replace the more established concept 
homophobia (McCormack and Anderson 2014a, 2014b). Homohysteria operationalises 
straight males’ fear of being thought as gay. It pivots on an inverse relationship between 
homohysteria and homosocial performativity. But, although intuitively attractive, IMT and 
                                                     
59 Homophobia describes heterosexual individuals’ intolerance of gay men and lesbians (Herek, 2004). 
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homohysteria have their critics. IMT introduces dichotomous relations between polarised 
masculinities (problematised traditional, ‘macho’ masculinity versus tolerant, affirming 
inclusive masculinity that may incorporate subordinated subject positions; de Boise, 
2014: 319, 320). And, most studies of “Contemporary transformations in masculinity” 
have been situated “among groups of young, heterosexual-identified, White men” which 
risks ignoring other masculinities and their intersectional distinctions (Bridges and Pascoe, 
2014: 249). Homohysteria, which lacks historicity (unlike homophobia) is predicated for 
the most part on such men’s attitudes to the adoption of behaviours that Anderson and 
McCormack conflate with homosexuality (de Boise, 2014: 229,330). And, IMT’s ‘softer’ 
masculinities are co-located in differentially-valorising social contexts, so the locus of 
power resides in the context’s valorisation of that masculinity’s praxes rather than, as 
according to Connell’s HMT, a socially-dominant strata of masculinity. Apart from that 
distinction, IMT may add little to debates on the different forms of masculinity already 
offered by HMT (de Boise, 2014).  
 
Moreover, claims for the loosening of homophobia and the shift to homohysteria (as 
described above) are not universally upheld. As her grounding for critical evaluation of 
IMT, Rachel O’Neill rests on feminist and postfeminist commentators’ tendency towards 
the individualistic notion of agency, which nullify the effects of cultural influences. From 
there, she systematically dismantles IMT’s chief proponents’ attachment to the emotional 
subjectivities of academic scholars who are hungry for optimism, and the presentation of 
IMT as a good-news/good news story (2015: 106). Although (for me) perhaps the most 
indicting are her suggestions that whilst intending to be critical, IMT mirrors past scholars’ 
misplaced focus “on a reified “masculinity” rather than men’s practices” and, by adopting 
a conservative standpoint, its selective consideration of sexual political effects erases 
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them from its theorising (ibid, p108; citing McMahon, 1993: 689). Also, that IMT neglects 
to account for power relations between men and women (ibid, p110). Arguably, IMT is 
also weakened when Anderson’s studies are examined methodologically for rigour (cf. de 
Boise, 2014: 326). 
 
Whatever one’s stance is on HT, IMT and their relative utility compared with HMT, the 
blurring of men’s self-gendering practices is long-established in men’s sociality. Some 
sociological researchers adopt both, such as Walker and Eller’s (2016) study of men’s self-
construed masculinity capital on the dating site Match.com. I have chosen to focus on 
Connell’s HMT as, “there is much of value to be found in Connell’s theorizing… which is 
lost in… inclusive masculinity theory” (Ingram and Waller, 2014: 38). It contains enough 
flexibility within its frameworks as to accommodate developments proposed by both HT 
and IMT. 
 
2.2.4 Framing masculinity (and its theorising) as ‘problematic’ 
“Recent literature in what used to be called men’s studies has begun to 
employ the terms ‘masculinity’ and ‘masculinities’ in an effort to move 
away from what are perceived as problems with the term ‘men’s 
studies’...” 
Kenneth Clatterbaugh (1998: 24) 
 
According to the feminist discourses of emancipation, men are consistently privileged in 
current and historic patriarchal social structures. Clatterbaugh attempted the neutral 
evaluation of a political and methodological environment that was sufficiently challenging 
to have even led the changing of an academic publication’s name: “The old Men’s Studies 
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Review became masculinities in the winter of 1993” (Clatterbaugh, 1998:24). Since that 
paper, masculinities themselves have been problematized (Hearn and Pringle, 2006).  
 
Clatterbaugh’s critique of the then research context suggested that, for all the profuse 
jargon, theorists still failed to provide any unified explanation for the terms masculinity 
and masculinities and tended to conflate conceptual terms from an uncritical standpoint. 
Although not anti-theorising, he argued that “historical baggage” and theorists’ handling 
of it in the masculinities’ lexicon ran a risk of carelessness (ibid, p25). Hearn and Pringle 
later observed that men’s taken-for-granted social practises and power “may not yet be 
much more negotiable, but they are at least now recognised as more open to debate” 
(2006:3). Twenty years after Clatterbaugh’s paper, the field still suffers from uncritically 
applied and at times ill-explained concepts, which are applied to structural phenomena 
and gender. This concerned one academic enough for her to call for theorists to clarify 
their articulation of current terminological and theoretical debates (cf. Beasley, 2012). 
Clatterbaugh’s commentary implies he was more in favour of dis-aggregated dualism: it is 
better and safer to discuss, “men, male behaviours, attitudes, and abilities, on one hand, 
and images, stereotypes, norms, and discourses, on the other” (Clatterbaugh, 1998:43) 
than work for the sort of integration described by Edwards (‘Preamble’). His main 
argument was that “the current conceptual tangle around masculinities” was better 
flagged as troublesome at the outset, as an attempt to demystify theoretically abstract 
representations of reality (ibid, p43).  
 
Feminism has historically theorised the place of men (and masculinities), with man both 
as ‘object’ and ‘subject’ of critique (Holmgren and Hearn, 2009). However, masculinities’ 
problems arise from multiple sources. Addis et al point out that the privilege of theorising 
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and studying the psychology of men is no longer possible without cognisance of the 
emancipatory agendas of social change and with an eye on its goals and values (Addis, et 
al, 2010). Hence, masculinity is problematised by its “virtual hegemony within research 
and practice in the psychology of men”, where “[f]ocusing solely on “masculinity” as a 
metaphor for the effects of social learning has confined the field.” (ibid, p77,88). 
Responding to comments on this, Addis writing alone identifies a less commonly stated 
issue: “the public at large” tends to use masculinity in definitional ways specifically linked 
with essentialist conceptualisations of men (2010: 110). Also in 2010, Addis et al on the 
psychology of men, impute a virtual hegemony to masculinity’s conceptual dominance, 
unwittingly presaging Beasley’s cautions to critically analyse key conceptual distinctions 
and terminologies used in theorising men/masculinities, cited as uncritically absorbed 
into mainstream sociology (Beasley, 2012). Beasley’s main contention is for theorists to 
give closer scrutiny to how/why they apply their epistemological frameworks, thereby 
facilitating a more effective articulation of current debates without falling into the snares 
of blind faith (ibid). 
 
If masculinity is problematised theoretically due to its domination in psychology, and its 
major conceptualisations uncritically absorbed into current sociological writing, then it is 
also problematised from the standpoint of health. Here it is defined in numerous ways 
that imply its risk to men’s health. Despite differences between masculine communities, 
developing and maintaining heterosexual ‘maleness’ are both negatively implicated for 
men’s health (eg Doyal, 2001). And, demonstrable tensions between masculinity and 
health-practices continues to be found (Verdonk et al, 2010). Evidence proliferates (from 
health in general, and men’s health in particular) that masculinities, with their social and 
economic health burdens, are firmly positioned in the gendered hierarchies of medical 
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and scientific discourse of public health. Here, where many studies apply quantifiable risk-
based paradigms linked to biological sex, traditional masculinities suffer. Despite calls that 
the softer concepts of gender and gender practice be explored with similar weighting, this 
is slow to change (eg Lohan, 2007).  
 
2.2.5  Are all traditional masculinity’s effects negative? 
“Despite the shortcomings of the masculinity construct, it… has 
considerable benefits for understanding and helping troubled men.” 
(Brooks, 2010: 107).  
 
The effects of conforming to masculinity norms are well-established predictors of both 
negative health behaviours (eg Sloan et al, 2015) and of perceived barriers to health care 
(eg Boman and Walker, 2010). Yet, clearly from both Addis et al and Beasley’s references 
to dangers inherent in uncritical theoretical assumptions, one must consider whether 
current discourses on traditional (hegemonic) masculinities and men’s health perhaps 
overlook the potential that it might not all be negative. For example, contrary findings 
arose in a recent study of links between health promotion behaviours and masculinity in 
predominantly white, heterosexual college men (N=323). Complex relations between 
men’s masculine gender socialisation and health behaviours emerged where “some facets 
of masculinity are associated with health protective factors, whereas others… with health 
risk factors” (Levant et al, 2011:26). Partial replication with a larger sample (N=589) found 
traditional masculinity to be “more of a risk than a buffer” (Levant and Wimer, 2014: 110, 
112). Apart from in its ethnic profile (also mostly white/heterosexual) the larger sample 
was dissimilar by including 20% “recruited from the community” via a website. The partial 
replication also found a relationship between health behaviours and masculinity, but one 
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that depended on “which dimension of health behaviour one is interested in predicting, 
and which facets of masculinity one is using as predictors” (ibid, p117). This was not a 
clear-cut refutation.  
 
Perceptions of, and attitudes to risk-taking behaviour are gained in adolescence where, 
relative to young women, young men are likelier to see behaviour as less risky and be less 
sensitive to negative outcomes. And, their voluntary risk-taking is more influenced by 
behavioural impulsivity and higher sensitivity to reward (Reniers et al, 2016). Gendered 
effects extend to adulthood, where women’s greater expectation of negative outcomes 
and lesser expectation of enjoyment predispose them both for preventive healthcare and 
against risk-taking related to extreme sports participation (Harris, Jenkins and Glaser, 
2006). Men’s adherence to traditional masculine norms such as those for risk-taking may 
also lead to beneficial outcomes. And, their greater endorsement of norms such as for 
risk-taking, dominance, primacy of work, and pursuit of status can be linked to higher 
levels of personal courage, autonomy, endurance, and resilience (Hammer and Good, 
2010). Presenting their results with caveats, the authors reiterated that correlation does 
not equal causation and did not claim conformity to traditional masculine norms caused 
more/less positive psychological traits. They mitigated the known intrinsic bias risks of 
self-report measures, by utilising anonymised online participation protocols, which in turn 
presented the issue of computer ownership. Methodological limitations were varied but, 
“the study breaks new ground regarding the strengths associated with traditional ways of 
enacting masculinity in the Western context” (ibid, p314). Such findings challenge popular 
negative masculinity discourses, as do findings from studying the leveraging effects of 
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increased “masculine capital” garnered via ‘masculine’ physical activity60 balanced against 
engaging in less traditionally masculine behaviours eg reducing saturated fat consumption 
(cf. Sloan et al, 2015:214). Moreover, men are not averse to going online for their own 
health-relevant information and support (cf. Best et al, 2016; Nikoloudakis et al, 2018; 
Stana, Flynn and Almeida, 2017) and frequently access social media (which can be used to 
positive effect to mutually reinforce healthy behaviour; see Brea et al, 2016). Therefore, 
any doubts raised about computer literacy and access to the internet can be summarily 
despatched. 
 
Masculine identities are undoubtedly important in men’s health and well-being, yet the 
possibility of some aspects taking more positive, ‘buffering’ roles in men’s health is rarely 
explored – in marked contrast to the assumed causal relationship between masculinity 
and health-related risks, which influences the framing of health policy. Consequently, any 
potentially protective functions of traditional masculinities are overshadowed by negative 
discourses and less well understood. 
 
 
2.2.6  Summarising comments 
 Gender is undoubtedly complex and proliferates with binaries, eg man/woman, 
masculine/feminine, gay/straight. Emerging some 400 years ago, the term ‘masculinity’ 
and the concept is ontologically problematic, uncertain and may be intrinsically flawed. 
Its European roots are predominantly courageous, ethical and benevolent, “Christian and 
chivalric” (Richards, 1999: 213) – qualities exhibited by heroic figures in openly patriarchal 
                                                     
60 Here, Sloan et al cited de Visser and McDonnell (2013). The young males in their sample talked of gaining 
masculine capital through playing sport, lifting weights (for example) (de Visser and McDonnell, 2013:9). 
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cultures and traditionally upheld in mythological, folkloric, religious and historic texts (eg 
Young-Bruehl, 2010). These qualities persist in current characterisations of manhood. Yet, 
transnationally marketed hegemonic masculinities and their related gendered (gendering) 
processes make it implausible to posit the existence of an unalloyed European masculinity 
construct. We still search for an appropriate model of being male even after decades of 
study and social change (Heinrich, 2014). The general public typically anchor masculinity 
to men’s biological sex (the ‘essentialist’ perspective). Yet, many theorists see it shaped 
by environmental and cultural expectations (‘constructionist’ perspectives). The truth, 
likely somewhere between, acknowledges the presence, need for and influence of the 
body whilst also situating it within the flux and flow of fluid, mutable, plural expressions 
of male gender.  
 
Diverse evidence gleaned after the ‘ethnographic moment’ of the early 1990s points to an 
exciting, multi-method masculinities’ research arena (Connell, 2012b) situated in globally 
dynamic social change. While recognising the advancements made via post-structuralist 
thought, the institutionally complex social world of health is where some gender theories 
attain their greatest utility. In health, gender is conceptualised increasingly as relational, 
structurally multi-dimensional and operational at both local and global levels (Connell, 
2012a). These are not dissimilar, analytically, though we still lack a globally-tested ‘road 
map’ of epistemological issues, pre-existing models and complex empirical evidence 
(ibid). from a relational perspective, embodied gender is qualitatively different from “the 
familiar dichotomies of “sex difference” studies” (ibid, p1681). And experimental research 
testing how masculinity-related constructs link with subjective well-being is called-for (cf. 
Wong et al, 2015). Ultimately, how gendered social identities are formed is vital to the 
study of men’s health at all levels. The relational perspective acknowledges both this and 
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the centrality of health consequences, “not as a side effect, but in the making of gender 
itself” (Connell, 2012b: 1675). 
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Chapter Three:  Men’s Health (the wider context) 
 
3.1  A male health issue… 
“A male health issue is one arising from physiological, psychological, 
social, cultural or environmental factors that have a specific impact on 
boys or men and/or where particular interventions are required for boys 
or men in order to achieve improvements in health and well-being at 
either the individual or the population level.”  
(See: http://www.menshealthforum.org.uk).  
 
From a ‘lay’ perspective, there are relatively few qualitative studies focussing exclusively 
on male lay perceptions of health (Robertson, 2007). Robertson explores the conundrum 
found in lay men’s abstract, conceptual understanding of health compared with evidence 
that they, “rarely, if ever, discuss it in terms of social relationships” (ibid, p25). He posits 
that males face ongoing reflexive challenges to their health-related perceptions and 
praxis (Robertson is citing Blaxter, 1990: 26-8; Mullen, 1993: 60; and, later, Saltonstall, 
1993: 9 for his rationale). So, we see that health is a social phenomenon and that sociality 
is implicated in individual’s health practices. We know that gendered health inequalities 
are socially determined, and that ‘risk’ is imputed to men via the performance of their 
socioculturally gendered identities.  
 
But, I have questions. When ‘thinking lay’ (ie when men are simply being men: no health-
related ‘hat’, regardless of professional or expert background), do men undergo a form of 
‘dislocation’ from the message that health’s pervasive influence is relational? Is it related 
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to the particular masculinity ideology they adopt to endorse them as masculine? Writing 
for Men’s Voices Ireland before International Men’s Day 2016, Behan61 argues that men, 
despite all their apparent patriarchal privileges, have become, “victims of institutionalised 
sexism” and this goes unchallenged (funding for advocacy groups is channelled towards 
women). Adding another layer to known structural conformity dissonance (cf. Robertson, 
2006a), Behan sees men as subject to social pressure not to discuss their problems, yet 
required to live with the frequent trivialisation or even complete dismissal of their issues 
(2016). Our health systems are perceived as increasingly feminised and accessing medical 
help as gendered by some mainstream male groups (cf. Mahalik and Dagirmanjian, 2018). 
Maybe ‘dislocation’ is a form of survival mechanism, rather than resistance. 
 
Sex and gender are linked to medically-related physiological risk factors such as coronary 
heart disease, liver disease, circulatory system diseases and intentional self-harm (ONS, 
2012, 2014b, 2014c, 2016a, 2016b, 2016c, 2016e; White, 2013). We can investigate these 
links, because, “[s]ex and gender are distinct constructs” in which ‘gender’ is underpinned 
by diverse psychosocial variables assumed to differ between sexes (Pelletier, Ditto and 
Pilote, 2015: 517). Men’s health does less ‘well’ than women’s: eg England and Wales 
2011 mortality data analysed by ONS showed that, despite knowing of those gendered 
disparities for over ten years, we were not appreciably closer to redressing them (ONS, 
2012). Emeritus Professor of Men’s Health, at Leeds Beckett University, Alan White62 
summarised the 2011 data and its implications for men’s health (White, 2013). In 2011, 
among individuals aged 16-64 years, there were 47,219 male deaths, compared with 
30,819 female deaths. The greatest disparity was evident among older men. Noting that 
                                                     
61 See: http://www.thejournal.ie/readme/mens-voices-ireland-launch-3048886-Oct2016/  
62 Alan White was co-founder of and Chair of the Board of Trustees for 12 years for the Men’s Health Forum 
(MHF), of which he is not Patron. He is also a Board Member for the International Society for Men’s Health. 
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all points related only to England and Wales in the stated age range, the ONS 2011 data 
showed, for example, men’s earlier death from: 
• Diseases of the circulatory system was well over double that of women’s (c.12,000 
deaths in men, c.4,400 in women);  
• Ischaemic heart disease was over four times higher than women’s (7,340 deaths in 
men, 1,761 in women); 
• Liver disease which claimed almost twice as many men (3,302) as women (1,828) 
and, of the total for both sexes (3,800), 74% were alcohol-related and almost 
twice as likely to be men than women);  
• Accidents of all causes (including transport-related accidents) was almost three 
times as likely (3,464) than women’s (1,167) and, when the transport-related 
accidental deaths were removed, men were still well over twice as likely to die 
from other accidental causes (2,371, compared to 908 women); 
• Having been subjected to an assault (186, compared to 78 women), although the 
type of assault leading to men’s deaths were different to women’s; and 
• Because of intentional self-harm (2,458, compared to 638 women).  
 
White says this final category reflects one of men’s “most significant causes of premature 
death” (ibid, p37): men, whose at-risk ages “peak” in the 40-49 range, are almost four 
times more likely to die from intentional self-harm than women, though it is rising for 
both sexes. Perhaps male-weighted self-harm extends into lifestyle-linked preventable 
diseases, too? In 2016, the ONS released a summary of deaths registered in 2014 in the 
UK from diseases known to be related to alcohol consumption (eg cirrhosis of the liver). 
Men accounted for 5,687 of the total 8,697 alcohol-related deaths (65%; 19.4 deaths per 
100,000 males; ONS, 2016a:2). Further, in the twenty years between 1994-2014, alcohol-
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related death rates among males were typically double that of females (ibid, p3). These 
disparities are entrenched.  
 
Evaluating mortality in the UK by all causes 1983-2013 using age-standardised mortality 
rates,63 ONS also found that, although death rates are declining for both sexes fairly 
constantly, they remain unevenly-weighted towards men (ONS, 2014b). In 2013, males 
accounted for 1,183 per 100,000 of the 576, 458 deaths overall, compared with 865 
females; males also accounted for most deaths caused by the three main condition-
groups: circulatory diseases, respiratory diseases and cancers (ONS, 2014b, 2014c). And, 
crucially, when all 2014 deaths registered in England and Wales were studied, ONS found 
almost a quarter (23%; 116,489 out of 501,424) were from causes, “considered avoidable 
in the presence of timely and effective healthcare or public health interventions”64 and 
that males comprised 60% of this figure (ONS, 2016:3,4). This is particularly relevant to 
current debates on how effectively public health messages target men. More relevant 
still, considering the typical lead time of, “up to thirty years between the first onset of 
liver disease and presentation to medical services” (DH, 2014:12). 
  
Inequalities in men’s higher morbidity and likelihood of mortality persistently implicate 
multi-faceted physiological, psychological and socio-cultural factors (DH, 2002, 2011a,b), 
many of which have been associated with men’s gender socialisation. The established 
field of Men’s Studies has, since the 1990s, systematically problematised the construal of 
                                                     
63 Age-standardised rates allow for differences in the age structure of populations and allow valid 
comparisons to be made between different countries and over time. The European Standard Population 
(ESP) is a hypothetical population and is the same for both males and females so the rates may be 
compared between the sexes (ONS, 2014b: 4). 
64 These were called ‘avoidable mortalities’. Avoidable mortality is defined as: “all those defined as 
preventable, amenable (treatable) or both, where each death is counted only once” (ONS, 2016: 4). 
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men’s bodies, masculine identities and positioning within the structural and institutional 
patriarchy (Crawshaw and Smith, 2009). This parallels evolving risk-based commentaries 
on the gendered and social nature of health inequalities, which some link with changes in 
western cultural masculinities. Furthermore, some call for current public emphases on 
men’s health to re-focus from “negative portrayals of men and masculinity, whereby men 
are blamed for failing the health services by not attending, for being violent and for taking 
risks” onto a “positive and holistic approach” viewing men’s health as an investment 
(White et al, 2011a: 41). In 2011, prominent figures cited Europe’s men’s need for a 
health strategy targeted at redressing these persistent gendered health inequalities 
(White et al, 2011b). This is partially-fulfilled in September 2018, by publication of the 
World Health Organisation’s draft Strategy on the health and well-being of men in the 
WHO European Region (WHO, 2018a) and an accompanying Fact Sheet (WHO, 2018b). 
 
Social stigma places a weighty burden on health and well-being, and individuals may be 
stigmatised by conditions like schizophrenia, alcohol-dependence, obesity, depression 
(see Pachankis et al, 2018). On men’s psychological health, “society treats masculinity and 
emotional difficulties as mutually exclusive, constructing men presenting with such 
concerns as deviant” – as stated by Peter Branney’s ‘academic perspective’ in Delivering 
Male: Effective practice in male mental health (Wilkins and Kemple, 2011: 25). Branney 
argues the “medical establishment” presents us with “two dichotomies (psychological/ 
behavioural; emotion-focused/problem-focused), which are mapped onto ways of being 
gendered (female/ male).” (ibid, p25; Branney’s sentence construction). His rationale 
clarifies men’s tendency to pay a high price, relative to women, for their behavioural 
proclivities in terms of disability eg alcohol misuse; self-inflicted injury (ibid). Hence, men 
requiring care are automatically positioned to receive gendered, unevenly-weighted 
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diagnostic approaches that distinguish between the behavioural (eg excess alcohol 
consumption) and psychological (eg feeling depressed). Men’s emotionality is precluded 
by socially-dominant masculine standpoints, leaving men further stigmatised as deviant 
when presenting with feelings-based concerns (ibid). Early on, boys are socialised into 
‘not caring’ and having to ‘display strength’, among others (O’Beaglaoich et al, 2015). This 
later manifests via significant relations between men’s health behaviours and conformity 
to traditional masculine norms (Mahalik, Levi-Mintzi and Walker, 2007; Mahalik et al, 
2003b). And, social constructions of masculinity frequently lead to falsely dichotomous 
clinical separations being made for males, between emotion-focused and problem-
focused care (Wilkins and Kemple, 2011).  
 
This may perhaps shed light on younger men’s use of ICT for health help-seeking (eg 
Robinson and Robertson, 2010b). Men may be attracted to such online sources’ relatively 
anonymised platforms (cf. Magnezi, Bergman and Grosberg, 2014, writing more generally 
on chronic illness support). But, data offered are rarely subject to regulation or quality-
checking, and users themselves frequently accept it uncritically (cf. Tao et al, 2017). This 
raises doubts about associated risks of self-diagnosis and medication. We may be distant 
from effecting sufficient attitudinal change among primary healthcare providers for them 
to adopt this method of intervention-delivery (cf. Hanna et al, 2018). However, targeting 
men’s health and the impacts of masculinity using a documentary approach broadcast on 
free-to-air channels can render significant attitudinal impacts on men’s mental health 
(King et al, 2018). And, interactive video drama, film and arts-based approaches to health 
promotion are also measurably effective (cf. Bottorff et al, 2015; Lohan et al, 2015). 
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Health itself (ie medicine and healthcare provision) has also undergone ‘feminisation’ 
(Riska, 2008; see also Moore, 2010). Perhaps responding to women’s greater health-
related help-seeking tendencies, we now have more female medical practitioners, but 
they remain under-represented in medical and surgical specialisms eg dentistry (Zittman 
et al, 2011). Those authors also cite evidence of women selecting practice fields more 
suited to care-giving than technical expertise (eg Rheumatology; Clark et al, 2000). Riska 
evaluated discursive implications of feminisation, which she links to sociologists’ early 
interests in structural changes in the medical profession and the retention of doctors’ 
“knowledge monopoly vis-à-vis other health professionals”, drawing attention to the 
concept’s absence from the period’s “scholarly debate” (ibid, p4). Feminisation is also 
implicated in ‘deprofessionalisation’ debates around medical care provision, which, she 
claims, is due to assumed tendencies for women practitioners to “be more caring and 
empathic and to bring these skills with them into the practice of medicine” yet there is 
little evidence of this in the biomedical content of their practice (ibid, p6). 
 
There is a populist view that emotional health and the emotional healthcare context, “can 
often appear feminised and that mental health professionals can lack understanding of 
men’s complex needs” (Wilkins and Kemple, 2011: 28). Researchers often use the same 
frames of reference to investigate men’s and women’s mental health, even the same 
explanatory terms and measures (Smith et al, 2018). And, men may feel that primary care 
provision is principally in place to meet the needs of women and children. Feminisation 
resurfaces via more generalised public health, when health promotion grounds itself in 
problematic masculine imagery. Consequently, the ‘health’ promoted simultaneously 
communicates both assumed masculine societal norms and their associated exclusions 
(Robinson and Robertson, 2010a). For example, the female-oriented glossy Cosmopolitan 
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Magazine’s past championing of testicular cancer and the Everyman Campaign (see 
www.everyman-campaign.org). This campaign delivers hegemonic exemplars from sport 
and fashion posed in various stages of undress for its readership’s enjoyment, but in so 
doing, whom does it exclude? Their conflation of testicular cancer and sexualised imagery 
presents obvious ideological paradoxes.  
 
 
3.1.2  So, why else ‘men’s health’? 
“Recognising that men’s health is a complex issue, involving numerous 
social and biological factors, is essential to ensure that men’s health is 
promoted and premature death is prevented.”  
Alan White, 2006: 41 
 
There are debates as to what constitutes “…‘men’s health’ as a discipline or movement”, 
but the previously cited Men’s Health Forum definition is most frequently used (White 
and Robertson, 2010: 10). Men are ‘hard to reach’ in health contexts (DH, 2002, 2011). 
Despite claims that “men often view themselves as having better health than women” 
(White et al, 2011b: 1; see also Sloan, et al, 2010), their earlier mortality is entrenched. 
Research, such as underpins WHO’s (2018) draft strategy, consistently finds men: dying 
more often than women from heart disease, living shorter lives on average than women, 
more likely to abuse alcohol, and having higher suicide rates. Most discourses portray 
men as recalcitrant and/or reluctant health consumers, yet their help-seeking and health 
practices are complex mixes of “biological, psychological and sociological considerations” 
(Smith et al, 2006). Irrespective of these factors, three times as many men as women 
think of ‘health’ as their “normal” state (Blaxter, 1990: 19 is still upheld).  
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The Men’s Health Forum, quoting from the ONS (2016e), reports that 76% of all suicides 
are by men, that suicide is the biggest cause of death from men aged under 35 and that 
12/100 UK males suffer from “one of the common mental health disorders”.65 ‘Common 
mental disorders’ generally comprise depression and anxiety, with both causing “marked 
emotional distress and interfering with daily function” (McManus et al, 2016: 41). There 
are known links between both suicide and depression, and masculinity-related negativity 
in men towards help-seeking. Men also engage more effectively with gender-sensitive 
interventions, thus it is crucial for researchers to focus exclusively on men’s health eg, to 
uncover men’s within-gender group differences (Smith et al, 2018), but also for nurses to 
operate with greater fluency in the language of men’s distress, showing “‘male-positive’ 
values” like recognising the assets they bring to the table (Patrick and Robertson, 2016: 
1168; see also Liddon, Kingerlee and Barry, 2018).  
 
It is argued that feminised diagnostic language may contribute to the under-diagnosis of 
certain mental health conditions in men eg depression (Robertson and Baker, 2016). And, 
that gendered manifestations of common mental health conditions affect men’s failure to 
seek help (eg Call and Shafer, 2018, regarding depression). Multiple variables affect help-
seeking behaviour for common mental health conditions. In anxiety and mood disorders, 
these can be both the fear of symptoms and the symptoms themselves, as gauged by an 
individual’s arbitrary internal calibration (Fine et al, 2018). Men’s mental health help-
seeking first requires men to acknowledge two things: that they need help and why they 
need it, and then to sufficiently overcome considerable internalised stigma to act (House 
                                                     
65 See, the Men’s Health Forum’s Key Data: Mental Health, at: https://www.menshealthforum.org.uk/key-
data-mental-health  
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et al, 2018). Men’s depression is affected systemically by “male-typical depressive 
symptoms” (MTDS) rather than “traditional” ones (ibid, p45). MTDS are mostly external 
impulse reactions (eg violence, verbal aggression) or self-destructive (eg substance abuse) 
(ibid). So, men who manifest MTDS are doubly hamstrung by them, being “less likely to 
seek help for depression, and… less likely to receive adequate follow-up care” (ibid, p47). 
With social class (Springer and Mouzon, 2011), negotiating traditional masculinities also 
affects silence and invisibility (common strategies men use during conversations involving 
emotional disclosure and vulnerability; Schwab et al, 2016).  
 
The language of men’s mental health, both in clinic and as help-seeking, is increasingly 
implicated. The Men’s Health Forum’s Mind Your Language report argues vital attention 
should be paid to social demographics when considering the language of men’s mental 
health help-seeking (Stein/Men’s Health Forum, 2018:29). This is further complicated, for 
some help-seeking tasks66 are at odds with men’s masculinity socialisation (Mahalik et al, 
2003a). One recent study of suicidal men’s help-seeking found they “overwhelmingly 
rejected services that framed [their] emotional distress and suicidal behaviour as mental 
illness” (River, 2018: 150). Axiomatically, when promoting health and healthcare among 
men, language is crucial. 
 
Although some men are not reluctant to seek health care (see Robertson and Williams, 
2009), men’s resistance to health promotion messages and timely health help-seeking is 
established resulting in a battery of gender-related health harms (Galdas et al, 2005; 
Mansfield, Addis and Mahalik, 2003; Verdonk, Seesing and Rijk, 2010). Men from minority 
                                                     
66 For example, admitting one requires help, leaning on others, and acknowledging the presence of 
emotional problems. 
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backgrounds find this emphasised (Davis et al, 2016). Although men’s mental health help-
seeking is improving, minority groups’ access to it lags behind that of majority ‘white’ 
ethnicities (Parent et al, 2018). Negative attitudes toward health-related help-seeking, 
specifically problematic mental health, are associated to men’s adherence to certain 
masculine norms (Addis and Mahalik, 2003; Courtenay, 2000). In mental health, this may 
emphasise known negative effects of stigma and perceptions of “being strong” on seeking 
professional help (Savage et al, 2015: 1; also, Addis and Mahalik, 2003).  
 
Many psychologists do not see masculinity as plural and fluid, but as something “largely 
reified as an individual-difference variable” although “shaped by cultural norms and 
ideologies” (Addis and Mahalik, 2003: 12). This common standpoint stunts their ability to 
understand and work with men’s considerably variable health-related behaviour (ibid). 
‘Men’s Health’ is a categorical term, grouping male-gendered aspects of the health 
system such as men’s health ideologies comprising bodily interpretation, masculine 
imagery, beliefs regarding health and illness, treatment and the like (Connell, 2000). This 
position raises concerns over to scant crossovers between health inequalities research 
(including gendered health inequalities) and that which theorises men and masculinities 
(Lohan, 2007).  
 
Despite the many differences between masculine communities, norms-based hegemonic 
masculinities are homogenised/widespread and their association with stunted emotional 
potential/other health-hazardous traits are well-documented. ‘Critical studies on men’ 
theorists posit the development of plural socially-constituted masculinities as a continual, 
potent process articulated within temporal and socio-cultural conditions (eg Connell, 
1995, 2005; Connell and Messerschmidt, 2005; Hearn, 2004). Maria Lohan integrated 
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explanations from critical studies on men and inequalities in health (2007). To fully 
assimilate these influences requires health researchers’ concurrent focus on outputs from 
‘critical studies on men’, their own gendered health inequalities investigations and men’s 
engagement with health promotion (ibid). Without this, they risk missing “the impact of 
materialist/structural, cultural/behavioural, psychosocial explanations and a lifecourse 
approach in understanding men’s health” (ibid, p501).  
 
Lohan’s lifecourse approach is not mine, but this research is informed by recognition that 
health is intimately enmeshed with every aspect of men’s lived experience, including key 
transitions. Thus, it needs a broad perspective. It is also informed by ‘critical studies on 
men’. Lohan’s justification for considering the socio-cultural constitution of masculine 
identities partly pivots on how they function in men’s key transition points to positively or 
negatively influence their attitudes to health and experienced wellbeing. Internationally-
respected leisure theorist, Robert Stebbins, also highlights facilitative turning points. They 
may arise anywhere in an individual’s so-called leisure career, leading to progression or 
retrogression. They may be intentional or unintentional, but will almost invariably result 
in significant changes in leisure direction (Stebbins, 2007). 
 
At the start of Understanding Men and Health: Masculinities, Identity and Well-being, 
Robertson argues that, although ‘Men’s Health’ has been established in the lexicon since 
the mid-1980s, it is “not a coherent and easily definable concept” (2007:2). Men’s health 
is debated from many perspectives, including as a socially constructed, gender-related 
performative (Lohan’s 2007 précis of how the two dominant standpoints relate to health 
is pertinent). It is also commodified in popular multinational media, such as Men’s Health 
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and Best Life,67 both by American company Rodale, Inc., Emmaus, PA., and Forever Sports 
from the British multinational Haymarket Media Group.   
 
Summarised previously, some theorists see gender as socially constructed, subject to 
contextual mutability and associated subjectivities and meanings (Kimmel, 1995). Thus, 
masculinities emerge from local practice-based hegemonic norms and sit in hierarchic 
relations with their legitimating regional, national, even global exemplars (Connell and 
Messerschmidt, 2005; Connell and Wood, 2005; Messerschmidt, 2008, 2012). Being so 
embodied, dominant (hegemonic) masculinities will always conform to the currently 
fashionable “most honoured way of being a man” (Connell, 2005: 832). By extension, 
masculine plurality extends subculturally and the sheer variety of cultures that privilege 
men ensure they are not limited to one singular expression (see Connell, 1995, 2005; 
Connell and Messerschmidt, 2005; Messerschmidt, 2008, 2012).  
 
Theorising men’s health, well-being and masculinity(ies) is clearly situated in passionately 
debated milieux, where to simply ‘be a man’ (embodying gendered inequalities, health-
related ideologies and masculine identities) is concomitant with risk. Men’s proclivities 
result in negative mental health outcomes (Wilkins and Kemple, 2011), yet men are 
consistently reluctant to engage with health-promoting ways (Courtenay, 2000b; Cheater 
and Marshall, 2005; Verdonk et al, 2010). This tendency remains, despite their relatively 
improved engagement with at least one targeted screening programme (Robertson and 
Baker, 2017). ‘Man=risk’ narratives upheld by medicine’s empirical paradigms assume 
homeostasis as normative and underpinned by men’s own tendency to see health as the 
                                                     
67 According to one website, Best Life is targeted at the more ‘mature’ male in his 30s or 40s who is typically 
a family man with a successful career (or aspiring to these). It was first produced from 2004-2009, but re-
surfaced in 2012 and remains popular. 
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“normal” state (Blaxter, 1990:19). Given those narratives’ power, it is worth reiterating 
that they are global drivers both of health policy and research. This is emphasised by 
published perspectives from men-centric non-governmental organisations like the Men’s 
Health Forum (White et al, 2011b). Male bodies are “both material and representational” 
and problematised masculinity/ies may lead to unintended consequences for men’s 
health practices (Robertson, 2006b: 433, 452). 
 
 
3.1.3  Men’s (public) health as a research context 
Dichotomising men’s and women’s health imposes further binary categorisations that 
reemphasise the biological over the sociological foundation of gendered health inequities 
(cf. Richardson, 2004). Yet, since mid-2000s intersections between sociological studies of 
men and the discrete discipline of Men’s Health have gained visibility in theorising male 
health. Some say, “the prevalence of male-specific conditions has led to a medicalization 
of men’s health” (Kierans, Robertson and Mair, 2007: 443). But, risk-based evidence is 
undoubtedly compelling. Reflecting this, Alan White’s inaugural address on conferment as 
Professor of Men’s Health68 argued for its promotion as an emerging academic discipline. 
With notable history in this field, White’s Professorship was a global first.  
 
The Men’s Health movement exists in a context that consistently undermines the concept 
of masculinity at wider cost to treatment accessibility and men’s consciousness of health 
and illness (Lee and Frayn, 2008; citing Kimmel, 1995). Its two main slants on theorising 
men and masculinities (Critical Studies on Men, and Men’s Studies; Lohan, 2007) share 
                                                     
68 See Alan White’s inaugural address on conferment (White, 2006) 
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uneasy co-existence and polarised standpoints. However, discussion and debate arising 
from this dichotomy have progressed the Men’s Health agenda in public health both from 
within and beyond academia. In October 2018, Public Health England states, “We exist to 
protect and improve the nation’s health and wellbeing, and reduce health inequalities.”69 
The Nuffield Foundation on Bioethics argues that establishing a universally applicable 
definition for ‘public health’ is complex and varies based on the context of, approach to 
and currently influential factors under discussion at any given time (Nuffield Council on 
Bioethics, 2007).  
 
 
3.2  Men and gendered health promotion 
One review of five major internationally-recognised health promotion frameworks found 
that gender was cited as a health determinant but omitted “as a central consideration to 
conceptualising health promotion” (Gelb, Pedersen and Greaves, 2011: 6). This omission 
limits health promotion’s capacity to function as an effective response to gendered health 
inequalities (ibid). Yet, work exploring the “complexity of gender and intersectionality” 
seeks insight into gendered aspects of health promotion (ibid, p8). The following sections 
will consider three aspects of this: male hegemonic norms, men as health consumers and 
men’s health-related help-seeking. 
 
 
                                                     
69 See: https://www.gov.uk/government/organisations/public-health-england/about.  
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3.2.1  Gendered health promotion and hegemonic norms 
Men’s mental health appears to be somewhat ahead in health promotion terms (see eg 
Robertson et al, 2016), as it has established information flows regarding gendered health 
promotion interventions. By comparison, gendered physiological health promotion seems 
narrower in outlook. We know that individual men internally calibrate themselves against 
their perceived normative health behaviours for their gender and model their own health 
behaviours accordingly (Mahalik et al, 2007). Much physical health-promoting literature 
aimed at men potentially backfires with ‘normal blokes’ and ultimately elicits resistance, 
rather than compliance (cf. Watson, 2000), as men’s health promotion frequently relies 
on stereotyped homogenised masculine imagery, subliminally communicating assumed 
masculine societal norms (and their associated exclusions; Robinson and Robertson, 
2010a). it also skimps on more effective planning and evaluation (ibid).  
 
Men’s health is a highly-commodified platform where hegemonic masculinity ideals are 
promoted eg in media discourses via the conflation of male health and image (Gough, 
2006). To contextualise: Hard-copy popular men’s magazines’ sales are declining as online 
counterparts emerge, yet they still represent significant revenue and readership in the 
UK. For example, from July 2017 to June 2018, GQ’s monthly reach was 1.2M individuals, 
marginally more than Men’s Health’s. Men’s Health appeared as a British imprint in 1995. 
Then, according to Audit Bureau of Circulation 2016 half-year figures, by 2009 it eclipsed 
FHM as best-selling paid-for men’s lifestyle magazine70 and lay second only to the British 
imprint of Forever Sports.71 Its retail sales value exceeded £2.7m in 2015. Men’s Health 
                                                     
70 See: https://www.theguardian.com/media/2009/aug/13/magazine-abcs-mens-health-fhm although FHM 
has since closed by its publisher, Bauer. 
71 See: http://www.betterretailing.com/category/top-100-magazines/ 
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has been subject to focused academic scrutiny since 2011, for consistently propagating 
idealised masculinities via predominantly “white athletic bodies … depicted as possessing 
the virtues of both body and mind” (Lawrence, 2016:793; his own emphases).  
 
Stereotyped homogeneity and idealised notions of health/race also provide visual 
rhetoric in some health promotion publicity (illustrated below in older testicular cancer 
awareness promotions). Predating the 2017/18 ‘Me Too’72 campaign, the images below 
harness specific gendered representations and almost exclusively situate testicular cancer 
awareness in sexualised and/or homo-eroticised contexts (cf. Lawrence, 2016; Robinson 
and Robertson, 2010a). Figures 1 and 2 are taken from The Mail online’s “Self-checking 
for testicular cancer is based on ‘well-meaning whimsy’: Doctor claims futile campaigns 
put unnecessary strain on hospitals … and men.” That publication adopted a simplistic 
‘pros and cons’ approach, quoting an Essex GP who called self-checking “gonad-groping” 
and “not only a waste of time, but a waste of resources” and ended up by favouring the 
‘cons’.  
 
 
                                                     
72 See: https://en.wikipedia.org/wiki/Me_Too_movement  
 103 
 
Figure 1. Caption: “Self-testing may lead to unnecessary ultrasound scans and longer 
waiting times for those in genuine need of further monitoring, according to Dr Keith 
Hopcroft. Above, models Nancy Sorrell and Marco during the launch of the 'Check his 
Plums' campaign in 2004.” (The Mail online; 2012).73 
 
 
Figure 2. From the same online article as Figure 1; “ ‘It's easy to get carried away with 
earnest health promotion dressed up as fun,’ the doctor wrote in the British Medical 
Journal.”  
 
Likewise, Cosmopolitan Magazine’s Everyman testicular cancer campaigns have produced 
memorable images. Figures 3 to 6 provide examples.  
                                                     
73 see: Daily Mail online, 6 April 2012, at: https://www.dailymail.co.uk/health/article-2125889/Self-
checking-testicular-cancer-Doctor-claims-celeb-campaigns-unnecessary-strain-hospitals-men.html 
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Figure 3. Gymnast Louis Smith – July 2012.74 
 
 
Figure 4. Italian tennis player, Fabio Fognini – 2014.75 
 
                                                     
74 See: http://www.espmag.co.uk/louis-bares-all-for-cancer-in-cosmopolitan/  
75 See: http://www.cosmopolitan.com/uk/entertainment/centrefolds/a27763/fabio-fognini-naked-
centrefold-cosmo/  
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Figure 5. Racing driver, Sam Bird – 2015.76  
 
 
Figure 6. Callum Best – 2015.77 
 
In the cause of men’s health, they focussed an ostensibly laudable Everyman Testicular 
Cancer Awareness Campaign but were still crafted via homogenised (maybe eroticised) 
mesomorphic hegemonic exemplars. In condoning the use of muscularity to construct 
hegemonic masculinity, Everyman echoes other hegemonic social modelling processes. 
For example, online bodybuilding forums’ ambivalent masculinities (cf. Andreasson and 
                                                     
76 See: http://www.cosmopolitan.com/uk/entertainment/centrefolds/news/a32328/racing-driver-sam-bird-
naked-for-cancer-research/  
77 See: http://www.cosmopolitan.com/uk/entertainment/centrefolds/news/a34623/calum-best-naked-
centrefold/  
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Johansson, 2017). In its time, Cosmopolitan may have been our most widely read monthly 
magazine. Its target demographic was “sassy, ambitious, go-getting young women, aged 
between 18 and 35.”78 The campaign’s effectiveness depended on women’s (and men’s?) 
titillation and endorsed an overtly sexualised testicular cancer connection, justifying the 
questions about male-focused health promotion and assumed masculine societal norms 
(Robinson and Robertson, 2010a). 
 
 
3.2.2  Gendered health promotion and male consumers 
“Men face a dilemma between showing they ‘don’t care’ about health 
issues and realising they ‘should care’…” 
     (Robertson, 2003: 111) 
 
Fifteen years after Robertson’s observation, men still face the same dilemma. Pitching 
men’s health promotion initiatives effectively is tricky, and Steve Robertson has focused a 
critical eye on them for over twenty years (cf. Robertson, 1995, 2005, 2016). He initially 
found that, “the middle-aged male still rarely comes into contact with preventive health 
services” (1995: 382). And, some men’s health promotion services had been initiated in 
response to “high levels of mortality, hidden levels of morbidity, and male-specific health 
problems” (ibid, p382). However, he concluded, men still needed structural, “sociological” 
changes, engendered by innovative health promotion services run by health professionals 
dedicated to making a difference (ibid, p401).  
 
                                                     
78 See: https://www.cosmopolitan.com/uk/ 
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Ten years later, he and Peter Williamson noted that men were now an (officially) ‘hard-
to-reach group’ and finally recognised in public health policy (Robertson and Williamson, 
2005). But, in the scramble to “meet men ‘where they are at’” some forms of activity 
inadvertently patronised men’s established destructive behaviours (expressed as social 
‘masculinity’ capital), thus eliciting the opposite effect (ibid, p297). The authors lamented 
a lack of “accessible research-based evidence” on what underpins male health praxes; 
also, the dominance of biomedical, body-focused and proscriptively ordered change. 
While stating that a lot was achieved in the prior decade there remained a sense that it 
was not enough. Men’s diversity should be recognised, their lifecourse-related windows 
to engagement should be investigated, there ought to be gender- and identity-sensitive 
training for health professionals, and fresh insights sought into men’s underlying health 
motivations (ibid, pp298,299). 
 
In 2017, Steve Robertson and Peter Baker concluded that the social determinants of 
men’s health inequalities continue to demand effective attention, despite gains in men’s 
life expectancy and sporadic evolution of male-centric health engagement/health 
promotion interventions. Developments are “significant” for men’s medical screening, 
and those previously classed as “sporadic” interventions have merged into either medical 
screening, or “the plethora” of holistic ‘community development’ approaches (ibid, p4). 
But, with some exceptions, men’s health policy (a key to successful practice development) 
remains something of a desert. Robertson and Baker indict the influences of “market-
driven neoliberal policy” as a risk to further improvement due to its inevitable conflation 
of affluence with health, and conferment of other social gains79 on already-privileged 
                                                     
79 Such as gym memberships, and many outdoor pursuits. 
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men, positioning them favourably for individualistic approaches to health promotion. 
Their forward vision shifts the focus, embracing men’s mental health and well-being, and 
social-structural and political changes recognising the impacts of deprivation, culture, and 
other basic needs on men’s health and healthcare intervention engagement. Particularly 
relevant here are calls to grapple with the interface between “notions of ‘masculinity’” 
and health promotion work with men (ibid, p8).  
 
Designers of male-centric health promotion frequently adopt novel outreach strategies to 
maximise men’s engagement.80 Yet, despite repeated efforts at innovation, improvement 
is limited and male engagement consistently falls short of targets. This long-standing and 
statistically upheld effect is often negatively linked with men’s natural inclination towards 
unhealthy behaviour and their relationship with hegemonic norms. Moreover, men may 
construct their masculinity via, “ignoring health risks associated with tobacco use or an 
unhealthy diet… [engaging] in high-risk recreational or health practices… or not [seeking] 
help from health professionals as ways of enacting his masculine identity” (Mahalik et al, 
2006: 192).  
 
That view is debated. Some men invest heavily in health so, arguably, claims of persistent 
non-engagement may depend on who is judging. In Rethinking masculinity in relation to 
men’s help-seeking, Hannah Farrimond focuses on the health-related sense-making of 
fourteen “higher socio-economic status” male participants (Farrimond, 2012:208) to 
explore health’s reframing/repositioning in hegemonic discourses as a form of social 
achievement. From there, she argues that it may be problematic to present male health 
                                                     
80 For an example, visit www.healthofmen.org – a lottery-funded 5 year study on men’s health-related 
decision-making based with the Bradford and Airedale Health of Men team. 
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inequalities in the traditional fashion mentioned previously. To Farrimond, the “relatively 
simple relationship between ‘being a man’ (or more specifically, a man as defined by 
‘hegemonic masculinity’) and men’s reluctance to be health conscious or seek help” that 
is posited by some theorists may play down the catalyst of coveted social identities, of 
which “being ‘healthy’” is but one (ibid, p210).  
 
Farrimond offers cogent arguments for incorporating into ‘health’, moral and behavioural 
values propagated by middle-class health-led ideologies that perpetuate social structural 
power hierarchies. Thus, the label of “‘[u]nhealthiness’” is cast “onto already stigmatized 
groups” (ibid, p211). She sees her 14 higher socio-economic status males’ assessment of 
their own health help-seeking as embodying a socio-cultural shift emerging from Western 
healthcare discourses that valorise pro-active, action-oriented help-seeking as a new form 
of ‘masculine’ expression (ibid, p222). This heralds tension, as established forms of ‘being 
a man’ encounter new postmodern masculinities that take for granted challenging the old 
medical authority structures and asking for some help. Ultimately, Farrimond found those 
men framed their experience of health help-seeking as “responsible, problem-solving and 
in control” contrasting with generalised stereotypes of men’s help-seeking reluctance 
(ibid, p208). She ended by citing naturalistic evidence of male help-seeking found in any 
Monday morning GP practice, from whence she called for closer scrutiny of middle-class 
men’s performance of what she terms their “masculine codes” and offered those as key 
access points to male social identities and health-related social norms. However, this may 
confer inappropriate homogeneity on higher socio-economic status men’s internalised 
gender ideologies and roles. 
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3.2.3  Gendered health promotion and men’s health-help-seeking 
As if echoing Farrimond’s comments, many frequent attenders at primary care services 
are indeed male (Branney et al, 2012). Those authors focused on what broadly translates 
to constructions of help-seeking that affected gendered health consumption discourses 
and ultimately influence attendance frequency. Acknowledging constructional challenges, 
they settled on ‘frequent attendance’ to describe men with 8-11 consultations at their GP 
practice in the year prior to a Self-Care in Primary Care pilot health initiative across three 
localities in England.81 For the purpose of theorising the men’s reasoned actions, male 
frequent attenders were categorised as health consumers in a culturally, historically and 
socially enabling (and limiting) system. Thematic coding found that despite men seeing 
themselves as selecting from various health services and using conversational devices to 
justify their action, GP visits dominated as the only “legitimate health choice” and many 
went “straight” there (ibid, pp865, 874). That finding complemented earlier evidence of 
men’s lack of confidence in existing alternatives to GPs (Witty et al, 2011). Witty et al also 
emphasised scarce research into the matter. However, some urge caution on gendered 
health outcomes hypothesised from self-ratings (eg Deeg and Bath, 2003; Idler, 2003). 
 
According to Gast and Peak, men’s health is positively impacted “when men are willing to 
voice their opinions” (2011: 329). The Atlas Men’s Well-being Pilot Programme evaluation 
also reported men’s positive responses to primary care talking interventions (Cheshire, 
Peters and Ridge, 2016). Indeed, there are age-related but reliable improvements from 
talking therapies engagement 63% to 66% of the time (House of Commons, 2018), 
dependent on the quality and availability of interventions. But, some men construe a 
                                                     
81 The pilot initiative was evaluated by White, Bagnall et al (2009). 
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direct interest in talking, or thinking about health as “excessive and feminine” (Sloan, 
Gough and Conner, 2010: 783). As with Farrimond’s, those authors’ participants preferred 
‘doing’ health (an action-oriented performative), rather than talking or thinking about it. 
Both findings align with earlier research. While acknowledging women’s health theorists’ 
valuable contributions, we need deeper understanding of gender’s interface with health’s 
changing face is clear, if health promoters are to better grasp men’s engagement with 
“cultural injunctions to ‘be healthy’” (Sloan et al, 2010: 784). So, men’s evolving health 
orientations arise in response to wider social change, eg increasing feminisation of health 
(eg Riska, 2010) or the pathologisation of traditional ways of being male (Lee and Frayn, 
2008).  
 
Nonetheless, men continue framing themselves as somehow ‘weak’ if requiring primary 
healthcare (eg Jeffries and Grogan, 2012). Those authors investigated health-related help-
seeking from the perspective of socially constructed masculinity in young men visiting 
their GP. Their adapted discourse analysis study of a sample of 7 young men (aged 22-33 
years) found that they processed their health-help needs in line with dominant forms of 
hegemonic masculinity, which were “variously accepted, negotiated or understood in 
relation to others” (2012: 910). Broadly in line with other findings, young men’s narratives 
constructed illness as weakness and GP attendance as “failure”, with a GP visit requiring 
planning as they focused in on their own perceived “weak, vulnerable patient roles” (ibid, 
p911).  
 
Health-relevant social behaviours are often implicated when constructing masculine 
identity (eg de Visser and Smith, 2006). Those authors also find that how men position 
themselves relative to the surrounding, diverse masculinity discourses eg characterising 
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hegemonic masculinities via qualities like risk-taking, stoicism, toughness (cf. Connell, 
1995, 2005) not only defines their masculine identities, but can directly influence their 
health-relevant behaviour. Investigating this via Interpretive Phenomenological Analysis 
(IPA; Smith, 1996), de Visser and Smith focused on “subjective experience and meaning 
making” (2006: 687) and enabling researchers to enter their participants’ inner worlds 
related to the object of study (ibid). 
 
Farrimond’s paper recognises challenges faced by health promoters both in reaching pro-
active socially-motivated men and those performing older masculinities, among whom 
she appears to number men who are “marginalised, poorer or working/living in more 
traditionally masculine spheres” (2012: 222). Support for this view may be suggested by a 
study of working-class males’ gendered sense-making regarding health (Dolan, 2014). 
Dolan’s participants reported various socially influential factors, including their collective 
definition of women as “fragile and in need of protection” as a positional device for 
according deference (ibid, p161). Moreover, in perpetuating their social dominance, both 
over women and at times other men, the men’s narratives exhibited consistent ‘othering’ 
of women in this way. Dolan’s states: “the construction and enactment of hegemonic 
masculine identities may come at considerable cost to men’s health in terms of emotional 
and physical damage” (ibid, p161). Yet, older (traditional, hegemonic) masculinities are 
alive and well among men of all ages and are often the exemplars in popular media. 
Debates on this elemental matter have led to various novel health promotion initiatives 
designed to disrupt ‘unhealthy’ men’s resistance. However, the true efficacy of health 
promotion strategies and associated social marketing remain controversial (Robinson and 
Robertson, 2010a), though carefully-pitched incentives show tentative success in altering 
men’s health practices.  
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3.3  Innovation: Community-based men’s health initiatives 
Men with health concerns are less disposed to seek help or advice, ultimately take longer 
to present to healthcare services and experience poorer treatment outcomes as a result 
(Banks, 2009). This may be directly associated with men’s social contexts and perceptions 
of what constitutes barriers to access (David et al, 2016). Diverse evidence finds men 
resisting health promotion. In response, health policymakers are investigating targeted 
community-based interventions because health improvements delivered that way, “has 
some evidence of effectiveness” (Lansley and Parnell, 2016: 262). Thus, male-directed 
community health settings82 may act as positive, health-related social spaces facilitating 
masculine identity performance somewhat akin to fitting rooms in a menswear outlet, 
but where men may try on new ways of thinking. These have been tailor-made to suit at 
least one niche of men. Those that ‘fit’ intuitively can be taken out and worn directly, 
becoming an established aspect of a man’s everyday health practice. Those that take 
longer to feel as though they ‘fit’, for whatever reason, may be tried-out (tried on for size) 
in the protected space of the ‘community’. This is established wisdom.  
 
“Gendered approaches to health service delivery require effective strategies for accessing 
and engaging different groups of men” (Kierans et al, 2007: 441). The authors’ qualitative 
evaluation of the community-based Preston Men’s Health Project (PMHP) sought insight 
into how and why its outreach-based interventions successfully engaged urban, socially 
marginalised inner-city Preston men. Practitioner-led, PMHP was multi-sector, delivered 
                                                     
82 Football-linked initiatives and Men’s Sheds are, to date, by far the most common. 
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in partnership and managed by Preston Primary Care Trust. Reflecting client-led effective 
social delivery models, the PHMP’s interventions crucially aimed to meet those men’s 
presenting needs. The methodology was designed to go beyond risk-based gendered 
health findings and explore the interface between men’s health practices and socially 
constructed male identities, socially-constructed or otherwise. This fundamental aspect of 
PMHP’s frontline delivery mediated the men’s often problematic journey through from 
illness to recovery. The authors concluded that masculinities, understood as “embedded 
social practice” (ibid, p441), should not be assumed to predict men’s engagement with 
male health services. Instead, “the presence or absence” of informal family and 
community support more fundamentally determines men’s uptake of (formal) health 
services and is “often a decisive factor” (ibid, p446,447). 
 
 
3.3.1  English football and Premier League Health 
Men’s unhealthy lifestyle behaviours include, “physical inactivity, a poor diet, smoking, 
and excess alcohol” (Zwolinsky et al, 2016:183). Men also show reluctance towards health 
help-seeking and gathering health-related information (eg Mansfield et al, 2003). Yet, 
they are not uniformly recalcitrant in their health outlooks. For example, recent evidence 
finds that men with coronary heart are more likely to exhibit greater health responsibility 
than female counterparts (Maleki et al, 2016).  
 
The British government adopted strategic targeting of men’s health in primary care as an 
established policy directive in the early 1990s (DH, 1993, cited by Linnell and James, 
2010). Yet, true interest in men’s health was awakened in early 2000, heralding global 
male-specific policy formulation and the creation of Men’s Health Forums (White and 
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Robertson, 2010:10). Community-based men’s health work has a practitioner-led history 
reflecting the ingenuity and innovation associated with vocational health professionals. It 
also demonstrates how widening delivery horizons can overcome a range of other social 
obstacles to engaging men and boys (ibid). Yet, men and boys are still embarrassed about 
accessing healthcare services (Pringle and Sayers, 2004; citing Robertson, 2001). Further, 
men tend to see themselves as invulnerable, focussing on the relative severity of health 
symptoms when judging themselves free of illness (eg Maleki et al, 2016; Pringle et al, 
2011).  
 
Various “men’s health checks” and more in-depth interventions are delivered across 
England and Scotland, via soccer-led partnerships between the English Premier League 
and health practitioners. These are located at football clubs, or in locations endorsed by 
them (Parnell and Pringle, 2016; Pringle and Sayers, 2004; Pringle et al, 2013). Patronage 
of community-based football-led health improvement initiatives by professional football 
clubs appears to position them more positively “to connect with, and attract” men from 
hard-to-reach groups, like those in recovery from substance misuse, and/or experiencing 
homelessness (Curran et al, 2016). A forerunner of today’s football-led initiatives, hosted 
by Macclesfield Town Football Club, aimed to promote mental health amongst mainly 
young men. ‘It’s a Goal!’ adopted footballing metaphors, engaged its participants as 
‘players’ and issued ‘contracts’ during its service delivery. On evaluation, ‘It’s a Goal!’ had 
successfully engaged enough ‘players’ to run for 3 seasons but was hampered by its 
problematic public profile among potential referrers and men (Pringle and Sayers, 2004). 
With reduced government funding, partnerships between professional football clubs and 
English schools reflect attempts to instil lifelong sport participation via physical education 
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curricula partly to offset future health implications of inactivity. However, they are not yet 
being evaluated systematically (Parnell et al, 2016). 
 
Men’s health is upheld by an English Premier League-hosted (EPL) national programme 
called Premier League Health (PLH)83 and both its ‘pre-adoption demographic and health 
profiles’ (see Pringle et al, 2011; Curran et al, 2016) and ‘key design characteristics’ have 
been subject to formal investigation (see Pringle et al, 2013). PLH seems highly successful 
exploiting intrinsic motivations drawn from some men’s common interests. Interventions 
are facilitated by EPL members, who use bespoke Health Trainers to deliver the service. 
PLH is based in part on the mediating role of community structures and the importance 
men attach to venue in their uptake of health services. EPL clubs were found to work as 
effective recruitment conduits, including for more challenging cohorts. As with Preston 
Men’s Health Project and ‘It’s a Goal!’, outreach was key to successful service uptake. 
High profile players, past and present, and the power of a club’s ‘badge’ were influential, 
and men’s engagement was incentivised by using branded products. But, one of the most 
significant aspects was the motivation and skills of Health Trainers recruited for delivery 
(Pringle et al, 2013).  
 
Pringle et al’s 2011 study found a clear majority of 946 men taking up the interventions at 
that time were ‘White British’, aged 18-44 years. They presented with various sub-optimal 
profiles highlighted by health guidelines (eg smoking, alcohol consumption, body weight, 
and eating fruit and vegetables). However, reliance on “self-report measures” may have 
been a limitation (ibid, p415; cf. Idler’s exposition of self-rated health, 2003), but EPL-
                                                     
83 For example, at Everton Football Club (see: http://www.evertonfc.com/community/health-and-
wellbeing/the-projects/mens-health).  
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hosted men’s health promotions were an effective means of targeting men not meeting 
health guidelines and seeing them through to successful engagement. This is of interest, 
but, to reiterate an earlier point: the currently-trending football-based interventions may 
tacitly exclude non-football-oriented men (cf. Robinson and Robertson, 2010a). 
 
The PLH outcomes are a viable contribution to current policy debates. It was developed in 
response to established evidence of traditional health services’ limited uptake by men 
with unhealthy lifestyles and PLH’s outcomes demonstrate that this is not always the case 
(Pringle, McKenna and Zwolinsky, 2013). Citing football as “the ‘world game’” Pringle et al 
firmly position PLH at global centre-stage (ibid). Given innovative community outreach 
methods, men can and do respond, but there are caveats. Even with diverse recruitment 
and proactive engagement strategies adopted by PLH engagement still took time to build. 
But, men in a community of appropriate peers and at an appropriately-chosen venue will 
respond to an “‘influential word’” from within the target group (Pringle et al, 2013: 722). 
Overweight men in Scotland have also found combined symbolic sport/social attraction of 
football-based interventions among “’men like me’” effective for lifestyle change (Bunn et 
al, 2016: 812). Men’s relationship with health is complex, but they are not disinterested. 
 
 
3.3.2  Men’s Sheds 
Deleterious effects of loneliness and isolation on mental health and well-being are well-
known and are especially sharp for adults of post-retirement age. Coupled with the 
socialisation process of Farrimond’s ‘older masculinities’ (traditionally-scripted, reluctant 
in help-seeking, tolerant of physical and emotional discomfort, disengaged with ‘health’) 
the importance of recognising older men’s holistic needs becomes particularly notable. 
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Considering this, provision of community experiences for older men designed to improve 
their mental health and social well-being are somewhat of a siren call for those faced with 
re-creating post-retirement masculine identities aligned to prevalent Western hegemonic 
ideals. Interventions making the most positive inroads into social isolation and loneliness 
for those men are group-based social activities with an educational component (Cattan et 
al, 2005). 
 
Men’s Sheds represent one of the most enduring and globally popular means by which 
psychosocial health and well-being is promoted amongst (although not exclusively) older 
men. Men’s Sheds are a communal variant of the traditional shed-in-the-back-yard and 
emerged as a formal concern from Australia, where there are over a thousand. The UK 
Men’s Shed Association website cites over 400 currently, serving “over 10,000 Shedders” 
(http://menssheds.org.uk/). The concept was embraced wholeheartedly by men from its 
outset, evolving into a coherent purposive movement. Convened in 2007, the Australian 
Men’s Shed Association (AMSA) is a foundational case. Its functions include coordinating 
resources for and promoting Independent Men’s Sheds in Australia. Having visited several 
national and regional Men’s Sheds websites, I have chosen the AMSA’s typically friendly, 
no-nonsense rationale and invitation combined, to provide a flavour: 
“Good health is based on many factors including feeling good about 
yourself, being productive and valuable to your community, connecting 
to friends and maintaining an active body and an active mind. Becoming 
a member of a Men’s Shed gives a man that safe and busy environment 
where he can find many of these things in an atmosphere of old-
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fashioned mateship. And, importantly, there is no pressure. Men can just 
come and have a yarn and a cuppa if that is all they’re looking for.”84  
 
Here, the AMSA’s invitation combines information-giving with a canny stereotypical 
humour. Presenting their rationale for a new type of men’s shed, the AMSA face head-on 
men’s tendency to conform to older masculinities, framing it within a (necessarily lengthy 
here) narrative of ‘calling men to arms’: 
“Most men have learned from our culture that they don’t talk about 
feelings and emotions. There has been little encouragement for men to 
take an interest in their own health and well-being. Unlike women, most 
men are reluctant to talk about their emotions and that means that they 
usually don’t ask for help. Probably because of this many men are less 
healthy than women, they drink more, take more risks and they suffer 
more from isolation, loneliness, depression. Relationship breakdown, 
retrenchment or early retirement from a job, loss of children following 
divorce, physical or mental illness are just some of the problems that 
men find it hard to deal with on their own. […] Because men don’t make 
a fuss about their problems, these problems have consistently been 
either ignored or swept under the mat by both our health system and 
our modern society. It’s time for a change and the Men’s Shed 
movement is one of the most powerful tools we have in helping men to 
once again become valued and valuable members of our community.” 
 
                                                     
84 See: http://www.mensshed.org/what-is-a-men's-shed/.aspx. 
 120 
 
The Men’s Shed movement is welcomed and embraced here too, with a UK Men’s Sheds 
Association launched on 6 November 2013, by Mike Jenn (Chair). His 2013 article in The 
Guardian, coinciding with the launch, was called, “Men’s sheds are more than buildings – 
they can be lifesavers”.85 UK Men’s Sheds are community-based and held in “a large shed 
that supports men to come together and undertake activities” (Ballinger, Talbot and 
Verrinder, 2009: 20). An initially narrow range of activities reported by these authors as 
“most commonly woodwork and/or metalwork” has evolved. Their core focus on manual 
and spatial skills (ie construction) now enhanced by cookery, IT-skills, photography and 
ad-hoc (or at times premeditated) health seminars. Throughout, it appears that humour, 
a sense of brotherhood, the reclaiming of purpose and what Milligan et al call “the re-
creation of masculinity” (2013:3) are foundational components, not merely to engage 
men’s involvement but also to directly challenge their post-retirement social isolation. It 
remains to be seen whether that ‘masculinity’ is ‘hegemonic’. 
 
One might infer that evidence is conclusively positive, but there are caveats. Milligan et 
al’s systematic review of evidence for men’s sheds and other older men’s gendered 
interventions found most studies were qualitative, with small samples and suffering 
biases like “conceptual imprecision” (2013: 2). They found only “limited evidence” that 
men’s sheds involvement significantly affected older men’s physical health. There was 
some evidence from participants’ self-reports that mental health and social well-being 
were enhanced, but few studies had addressed social diversity or differing health needs in 
their analyses (ibid). The authors state, “The interpretive data synthesis indicated that the 
beneficial effects of Men in Sheds are likely to be mediated through reductions in social 
                                                     
85 http://www.theguardian.com/commentisfree/2013/nov/06/mens-sheds-building-lifesaver-community  
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inclusion and isolation, with voluntary participation leading to the building of friendships, 
strengthening of social networks and providing a sense of purpose and identity” (ibid, p3). 
Their use of “inclusion” in this statement may have been a typographic error; ‘exclusion’ 
seems more apposite.  
 
Compassion for others (CFO) is positively linked with friendship maintenance (FM) in 
same-sex friendships (Sanchez et al, 2018). FM also mediates relations between CFO and 
happiness (ibid). All three (CFO, FM and happiness) are inferred by the positive rewards 
summarised by Milligan et al (2013). These social aspects of Men’s Sheds share strong 
similarities with men’s motorcycling sociality. Most mainstream motorcycling contexts are 
male, some exclusively so. Moreover, homosocial bonding and peer-led learning are both 
commonplace ingredients of ‘spannering’ (doing your own mechanics), joined by rich 
veins of humour, yarning, nostalgia and mutual support. But, motorcyclists’ ‘sheds’ are 
generally their garages, or kitchens. 
 
 
3.3.3 Social marketing approaches to men’s health promotion  
Strong, well-designed narratives may be powerful persuaders when seeking to influence 
individuals’ attitudes and beliefs about real-world issues (Schreiner et al, 2017). Currently, 
statutory health bodies favour the application of social marketing to men’s health. But, 
this comes with ‘personal responsibility’ implications. In Changing Behaviour, Improving 
Outcomes. A New Social Marketing Strategy for Improving Public Health Outcomes, the 
English DH refers to findings from a major quantitative analysis of relations between 
personal motivation, environment and health outcomes (2011). The Strategy identifies 
five ‘people-types’ and subject two (“Unconfident Fatalists” and “Live for Todays”) to 
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more vigorous health promotion efforts. DH uses social marketing strategies such as 
leverage when applying compliance-based interventions to selected health agendas (eg 
obesity). Both people-types identified report low personal motivation and environments 
unsupportive of healthy lifestyles. In strategic terms, “Unconfident Fatalists” were the 
most challenged and more likely to live in deprived areas, be overweight or obese, smoke, 
take little exercise and report poor mental health (DH, 2011:20; Figure 7).  
 
 
Figure 7: The ‘Healthy Foundations Cluster Map’ (copied from: Changing Behaviour, 
Improving Outcomes. A New Social Marketing Strategy for Public Health (Department of 
Health, 2011: 19). 
 
However, although perhaps outwardly simple and of lesser obvious priority than eg, social 
deprivation, ‘living for today’ is also important for men’s health. Living for the moment 
may mask men’s uncomfortable relationship with grief, as socially-constructed masculine 
qualities like stoicism (indifference to death as a key domain of stoicism; Pathak, Wieten 
and Wheldon, 2017) and social expectations around men’s distress limit their adaptive 
self-expression (cf. Creighton et al, 2013 on young men’s grief after the death of a friend). 
This is particularly noticeable in the relations between the loss of a male peer and men’s 
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later attitudes to their own risky practices and one study identified living for the moment 
as a grieving strategy that then influenced men’s future risk-taking (Creighton et al, 2015), 
emphasised for men inhabiting environments that valorised bravado (ibid).   
 
‘Levers’ range from cold-calling successful quitters with offers on other lifestyle changes, 
to using the power of children as motivators and “change-agents” within families (DH, 
2011:21) The insight-segmentation approach outlined in that strategy may present it as 
innovative, but the concept of bartering behavioural compliance in return for essential 
public health services is not innovative. Leverage has long been used to garner treatment 
compliance from recalcitrant members of ‘at risk’ health and other groups. Eg, strategic 
leverage in America around public health services’ availability has been a means by which 
to control Type 2 diabetes (Satterfield et al, 2003). Despite intuitive popularity for policy-
makers, leveraging elicits mixed responses on both morality and efficacy grounds. It can 
feel much like coercion and is often perceived thus by those on the receiving end (Canvin 
et al, 2013). In 2005, over 10% of UK psychiatric patients reported leverage involving child 
custody, but those reporting most leverage (63%) across diverse areas were in substance 
misuse treatment (Monaghan et al, 2005). Those authors also cite leverage being used to 
improve adherence to community psychiatric treatment.  
 
Leverage is subject to debate from the standpoint of compulsory psychiatric detainment. 
Only ten years ago we had little published literature on leverage and George Szmukler of 
London’s Institute of Psychiatry argued that neglecting “study of ‘coercive’ interventions 
is unacceptable” (Szmukler, 2008: 231). Less negatively, social marketing via information 
and communication technologies (ICT) may be a viable strategy for young men’s health 
promotion. The ONS reports that in 2018, from January to March almost all adults aged 
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16 to 34 years (99%) were recent internet users and that older adults’ internet use was 
closing the past age-gap (ONS, 2018). Furthermore, more men used the internet in that 
period (91%, compared to 82% in 2011) than women (ibid). ICT offers an accessible and 
potentially effective alternative to more traditional health-engagement settings. But, its 
health-relevant information is frequently unregulated. 
 
 
3.4  Summarising comments: Are men predisposed to “finding their own 
way”?86 
Disease prevention and health promotion arguably form the true essence of public 
health, certainly in policy terms (eg Marmot, 2010). Both are aligned with approaches 
that facilitate population-focused health based on the notion of relative starting points on 
a polar continuum between “total wellness and total illness” (cf. Antonovsky, 1979, 1987, 
1993). Antonovsky’s Salutogenic health paradigm argues, “the normal state of affairs of 
the human organism is one of entropy, of disorder, and of disruption of homeostasis” 
(1993:203). To Antonovsky, people who can make sense of their lives and who perceive 
their problem-solving to be efficacious, experience a protective ‘sense of coherence’, 
which aids both resilience and well-being (1993). Thus, disease prevention and health 
promotion strategies that play into the benefits of providing tailored and accessible 
information may enable men to feed their sense of coherence and ‘choose health’.  
 
That might work theoretically, but men’s sense of coherence may not be governed by 
strategic public health drivers like quitting smoking, taking exercise, or weight loss. Men’s 
homosociality is not solely focused on hegemonic masculinity’s defence of the hegemony 
                                                     
86 Quoting White, 2006. 
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of men (cf. Hearn, 2004). It also functions through men’s “emotional closeness, intimacy, 
and… nonprofitable form[s] of friendship” (Hammarén and Johansson, 2014:1). Hence, 
men’s motivations may relate more to basic issues of belongingness cemented by a tray 
of chips, cigarette and pint. What makes a man feel ‘well’ within himself may not equate 
to seeking knowledge about, and acting for, his health. Men may not construe health like 
that at all.  
 
These concerns thrust the gauntlet firmly down on why men appear to fare so poorly in 
health and whether men’s well-being locus is their health at all. Theorising inevitably 
involves social-constructionist (masculinities as fluid and plural, not singular and unified) 
and essentialist (biology is prerequisite to masculinity, determining who and what one is) 
debates about men’s gender. Men, and men’s bodies are embedded in social structural 
processes that shape their sense-making. Despite public information on how to achieve 
better health, “pressures on men to conform to outside guidance are often outweighed 
by a deeper instinct to find their own way” (White, 2006; online). Given this, many men 
potentially possess strong, sometimes maverick streaks to their health sensibilities that 
militate against compliance, which may inform health promotion debates at the interface 
between constructionist and essentialist perspectives on masculinities. This is important 
considering that masculinity is one of male health’s social determinants. 
 
The construals of male communities and men individually still lacks rigorous sociological 
analyses (cf. Crawshaw, 2009). Men’s complex relations with well-being may spring from 
intangible motivators. For example, the increasingly engaged ‘family man’ will likely find 
this positively affects his health as well as other lifestyle aspects (see White et al, 2011a). 
Health and well-being are not synonymous (despite their interchangeability in literature). 
 126 
 
Differences run deeper than definition and both are unclear, contested concepts. ‘Health’ 
at least demonstrates irrefutable links with physiology/biology, but ‘well-being’ is more 
nebulous.   
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Chapter Four: Men’s health and the male motorcycling 
perspective 
 
4.1  The academic footprint of the motorcycle 
“...we need to explore the reasons why one chooses to ride a bike, 
one’s experiences of riding, and the relations in which one engages 
when ‘being a biker’… these factors provide us with significant 
data with which to understand motorcyclists...” 
Bikers: Culture, Politics and Power.  
Suzanne McDonald-Walker (2000a: 14) 
 
Motorcycles in academic literature are disparate both in focus and geographical location. 
I found most articles originated from North America, northern Europe and Australia; to a 
lesser extent, South Africa and Asia. Eclectic and inter-disciplinary, the International 
Journal of Motorcycle Studies (IJMS) stands alone as a motorcycle-specific academic title. 
Across the range, motorcycles are most consistently apparent in empirically-dominated 
accident analyses, safety and road policy articles. The rest favour ethnographic methods 
(typically sociological, psychological, leisure and marketing literatures). Ethnographic 
methods are valuable, for “we need to see social action from the actors’ point of view to 
understand what is happening.” (Lindlof and Taylor, 2002: 31). Motorcycling is a high-risk 
pursuit voluntarily opted-for by participants; they can, therefore, be viewed as actors or 
agents (Haigh and Crowther, 2005). However, although literatures where motorcycling 
figures include public policy, gendered leisure, popular culture, tourism, hedonism and 
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deviance, empirical investigation of motorcyclists’ attitudes to health and interplays with 
gendered social praxes is rare. 
 
The academic literature on motorcycling is limited (cf. Barker and Human, 2009; Haigh 
and Crowther, 2005). In 2006, Steve Alford and Suzanne Ferriss evaluated the published 
presence of motorcycles in books. Output was relatively low, but they identified “small, 
generic divisions”, namely:  
• Memoir: Why I ride? 
• Sociological Studies: Who is the motorcyclist? 
• Motorcycle Travel Books. 
• Books on Specific Marques. 
• Books on Riding Improvement. 
• Motorcycle Fiction and Film. 
• The Motorcycle as Aesthetic Object. 
 
I found these divisions broadly replicated during my literature review. Sociological and 
psychological studies often focused on less overtly healthful socio-cultural practices, eg 
behavioural excess, voluntary risk-taking, resistance to authority, and some segments’ 
pejorative attitudes to women and non-heterosexual males. British motorcycling contexts 
also contributed to debates around promoting some forms of motorcycling identity as 
global social phenomena (eg American Harley-Davidson ‘lifestyle’ motorcycling). As co-
constructions between marketers, brand managers and consumers, these phenomena are 
embodied in lucratively commodified subcultural imagery that elicit symbolic behavioural 
conformity to mythologised exemplars and in-group participation with (pseudo-)deviance 
narratives of biker mythology (Schembri, 2009).  
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Diverse perspectives converge upon suggesting that certain motorcycling mythologies 
continue to be shaped by a minority of motorcycle groups’ activities. Many of these arose 
from media portrayals of emerging so-called ‘outlaw’ clubs and the social milieu of post-
military disenfranchisement permeating 1950s America (Quinn, 2001; Quinn and Koch, 
2003; Quinn and Forsyth, 2009; Thompson, 1967; Thompson, 2009). Paired universally 
with freedom rhetoric, outlaw narratives were mythologised by representations in films 
like Easy Rider.87 Some argue that American bikers are trapped in artificial culture-versus-
subculture and ‘conventional’-versus-‘deviant’ binaries vis-a-vis motorcycling affiliation 
and its attendant symbolism (Barker and Human, 2009). Britain and America may have 
experienced different milestones in their developing motorcycle cultures, but this binary 
persists for the “culturally informed actors” (Haigh and Crowther, 2005: 556) of British 
motorcycling.  
 
 
4.1.2 Motorcycling as well-being: culture and behaviour 
In health, well-being is buffered by the “sense of place, purpose and belonging” conferred 
by social group membership yet this may also, “compromise health because the content 
of social identity is inconsistent with health-enhancing activity” (Haslam et al, 2009: 2,3). 
Reviewing evidence for social identity’s function in health and well-being, those authors 
found it implicated in many areas of interest to this research. Perhaps most salient were 
the effects on self-appraised health symptoms and responses of adopting determinant 
role-related identities, and the alignment of individual’s social identity with norms-based 
                                                     
87 Although Easy Rider is fairly tame compared to, for example, increasing criminality within some segments 
of motorcycling. See: http://news.bbc.co.uk/1/hi/programmes/this_world/3311057.stm  
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health practices. Social identities are discursively constructed. According to principles of 
linguistic relativity, how individuals structure language affects their world view (Perlovsky, 
2009). Culture is also constitutive. It is “a means of ‘constructing identity, constructing the 
self, and constructing relations with others’” (McDonald-Walker, 2000a:14 citing Bauman, 
1992: 223), and one’s motorcycling identity emerges from context-bound relations with 
those both inside and outside motorcycling.  
 
K. Alex Ilyasova published an account of one motorcycle group’s88 lengthy and obstacle-
strewn quest for trademarking approval, which illustrates both points. In it, she showed 
the colourful, often self-deprecating humour and ‘self-study’ evident in the language by 
which motorcyclists’ gendered cultural identities are coalesced. Her account shows how, 
once constructed/coalesced, identities can function as sites of social action, resistance 
and (crucially for Dykes on Bikes) positional deviations from State-endorsed hetero-
normativity (cf. Ilyasova, 2006, 2012). Machines are powerful cross-cultural masculine 
bonding mediators. They facilitate homosociality and anthropomorphise gendered man-
machine relations, whereby machines become subjects in “a heterosexual, masculine, 
technical sociability and subjectivity” (Mellström, 2004). Motorcycling masculinities are 
also culturally embodied in the man-machine relationship (cf. Murphy and Patterson, 
2011; Mellström, 2015). 
 
Culture, in its broadest sense, describes “all aspects characteristic of a particular form of 
human life” (Honderich, 2005). In its narrow sense, it denotes “only the system of values 
implicit in it” (ibid). Thus, culture encompasses beliefs, knowledge, shared morals, art, 
                                                     
88 Dykes on Bikes. 
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laws, customs, habits, language and apparel. A culture’s framework of norms, customs 
and values by which the majority’s behaviour is both guided and judged is socially, rather 
than biologically transmitted (Scott and Marshall, 2009). Within a culture, subcultures are 
distinctive sub-sets with different norms, customs and values (ibid). Both culture and 
subculture are shared, learned, are symbolic, maybe taken for granted and vary across 
time/place. As individuals, we are part of a symbolic social order and creatures of time 
and place, positioned in cultural narratives as signified by the meanings and symbols that 
surround us (Clarke et al, 1975; republished in Hall and Jefferson, 1993). There, we are 
shaped by the discursive processes of social interaction (Mead, 1934; Goffman, 1959, 
1967). Such concepts are embodied within motorcycling environments.  
 
Subcultural theories89 are rooted in delinquency and sociological deviance literature 
(Sumner, 1994; Stahl, 1999). But, a subculture’s norms and values may not necessarily be 
considered deviant by the cultural majority. Today, postmodernism has led to widespread 
hyper-individualism, paralleled by the fragmentation of cultural and subcultural identities 
(Muggleton, 2000). In motorcycling, culture is symbolic: concrete and abstract, spatially 
and temporally variable. Concrete, because motorcyclists’ defining cultural practices are 
observable. Abstract, because they also represent systems of thoughts, feelings, beliefs 
and behaviours. Zigmunt Bauman proposes that, “distinctions between ‘us’ and ‘them’, 
‘here’ and ‘there’, ‘inside’ and ‘outside’, ‘native’ and ‘foreign’ are among the most crucial 
differences cultures establish and promote” (1990: 159). Motorcyclists conform to diverse 
recognisable groups performing subcultural functions. This poses a dilemma: academic 
literature considers motorcycling as both culture and subculture. For my own purposes, 
                                                     
89 For example, Albert Cohen’s 1955 classic investigation of gangs, or Robert Merton’s 1938 notion of 
‘Anomie’ (also called Strain Theory of conformity to deviance, in which a typology of means-ends social 
behaviour was proposed). 
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the diverse jointly-constructed social realities of British motorcycling are accepted as an 
over-arching culture. Therein, men’s activities, practices, subcultural (group) affiliations, 
riding and, at times, machines all contribute to their characterisation as participants.  
 
 
4.1.3  The unique genealogy of British motorcycling 
Social class and poverty are implicated in the development of British motorcycle culture 
(Koerner, 2007; McDonald-Walker, 2007). Yet, throughout, it has held definite charisma. 
British motorcycling began as a gentrified pursuit, but with the passing of post-World War 
Two austerity, cars became coveted by the upwardly mobile middle classes. From there 
into the late 1960s, motorcycles were most popular with blue collar, working class lads as 
affordable (and often unsociably fast) alternatives to the more expensive car (McDonald-
Walker, 2007). Consequently, at a time when American cinema portrayed riders as dirty, 
disenfranchised, unkempt, hedonistic substance-users (see, eg Quinn and Forsyth, 2009; 
Thompson, 2009), British motorcyclists were typically young working men motivated by 
speed, who spent their wages enhancing the performance of their (mainly British) bikes 
(Ward, 2010). Nonetheless, it failed to prevent their marginalisation by a society that had 
bought into the popularised imagery of motorcycle gangs as deviant and rebellious law-
breakers.  
 
The 1970s heralded an influx of affordable (reliable) Japanese road machines and the 
growth of increasingly commercialised elite motorcycle racing. These factors ensured 
motorcycling’s re-emergence as viable and desired transportation, leisure and social 
orientation (McDonald-Walker, 2007). Together, these characterise key social differences 
between early British motorcycling groups and those emerging in America. They may also 
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account for differences between the two’s cultural connotations of being a ‘biker’, though 
biker stereotypes may be undergoing change in terms of dominant gender and actuality 
(Schouten, Martin and McAlexander, 2007). However, where in America, bikers continue 
to be characterised by behavioural deviance from hegemonic norms,90 in Britain, ‘biker’ 
has emerged as a relatively benign collective noun. Therefore, to summarise, British 
motorcycling masculinities were shaped initially by British behavioural norms (McDonald-
Walker, 2007; Ward, 2010) and these fundamental differences in the sociocultural milieux 
are important to their development.  
 
According to HM Government, the number of motorcycles registered in Great Britain with 
the Driver and Vehicle Licensing Agency (DVLA) rose from fewer than three-quarters of a 
million at 31 December 1994, to over 1.23 million at 31 December 2015. When Northern 
Ireland is included, the 2015 figure exceeds 1.25 million. See Table 2, below.  
 
Table 2. Number of motorcycles registered with the DVLA, year-on year, 1994-2015 
(Great Britain) and 2014-2015 (UK) (Source: Gov.uk, at: 
                                                     
90 The literature review rendered a number of articles by researchers drawing from personal experience of 
extreme motorcycle affiliations. 
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https://www.gov.uk/government/statistical-data-sets/all-vehicles-veh01  )
 
 
Current British-based popular media discourses normalise male motorcyclists’ voluntary 
risk-taking, socially recalcitrance91 and a ‘biker’ versus ‘motorcyclist’ binary (rather like 
that posited by Barker and Human, 2009). Its motorcycling exemplars, typically male, are 
characterised by acquiring and demonstrating machine-related skills and social practices. 
For most leisure motorcyclists engaging with the stratified, social experiences that link 
leisure with well-being (Haworth, 1997), one of its great attractions is riding edgework 
(Lyng, 1990, 2005). In its pure sense, edgework represents negotiating the liminal space 
between order and chaos (Apter, 1992); I return to this later.   
 
                                                     
91 For example: ‘Bike’ magazine, the UK’s best-selling bike magazine. Bike “Celebrates everything about why 
we live and breathe motorcycling…The best writing, stunning photography and a genuine understanding of 
the freedom and escapism that makes biking so special.” At: 
http://www.motorcyclenews.com/MCN/Other/magazines/bike-magazine/ or ‘Back Street Heroes’, a glossy 
monthly magazine described by its UK publishers thus: “…Back Street Heroes' unconventional pages have 
reflected the contemporary custom bike-building styles, as well as documenting the associated subculture 
and lifestyle.” At: http://www.magazine-group.co.uk/the-magazine-group/magazine/motoring-
transport/motorbikes/backstreet-heroes?affiliate=P-BM-
motorbikesandgclid=CPaMiuCVm68CFZARfAodoFhAaA  
Great Britain Great Britain
Year Motor cycles Year Motor cycles
1994 720.9 2005 1,206.4
1995 702.5 2006 1,209.6
1996 738.8 2007 1,248.3
1997 752.4 2008 1,274.6
1998 813.8 2009 1,275.6
1999 889.4 2010 1,234.4
2000 953.7 2011 1,238.3
2001 1,010.0 2012 1,224.8
2002 1,070.0 2013 1,219.4
2003 1,134.7 2014 1,216.2
2004 1,191.2 2015 1,230.8
United Kingdom
Year Motor cycles
2014          1,240.2 
2015          1,253.1 
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4.2  Male motorcyclists’ health, well-being and leisure 
“I am a man, in a time when it has become anachronistic to be 
masculine. It’s my fifty-seventh birthday and I have heart disease. 
It had not, and has not killed me and to my great surprise I am somehow 
two years older than Columbus when he died. Twenty-two years older 
than Mozart…”  
‘Pilgrimage on a Steel Ride’, Gary Paulsen (2002: 181) 
 
Well-being is not the exclusive preserve of health research. It is strongly related to how 
we spend our non-work leisure (eg Haworth, 1997; Haworth and Lewis, 2005) and can 
mediate our experiences of health (Antonovsky, 1979, 1987). Both factors are crucial to 
my choosing a leisure-oriented male sample with whom to investigate men’s health and 
well-being. By considering how gendered health is embodied among men engaging with 
British motorcycling, it operationalises both sociological and psychological perspectives. 
“[S]erious commitment is a subcultural marker among riders” (Austin and Gagné, 2008). 
And, in the context of leisure-related well-being, engaging with one’s chosen leisure form 
for any length of time requires committed effort, which is often directly related to 
improved capabilities and enhanced sense of self (Maslow’s self-actualisation, 1970).  
 
This equates to Serious Leisure (Stebbins, 2006). Serious leisure entails a cost to the 
participant but, as a process, increases perceived quality of life and well-being (ibid). 
Serious leisure tends to be characterised by high challenges being met with equal skill and 
leading to experiential states called ‘flow’. Flow states arise during intrinsically motivated, 
rewarding process-focused activities at the confluence between action and awareness 
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(Csikszentmihalyi, 1990; Nakamura and Csikszentmihalyi, 2002). Flow is performative. It 
occurs when activities demonstrate, “clear goals, immediate, unambiguous feedback, and 
with an appropriate match between an individual’s skills and the situation’s challenges” 
(Mao et al, 2016:3). For individuals participating in self-defining activities, flow is 
positively associated with social identity and group identification (ibid).  
 
Flow is implicated in voluntary risk-taking via the notion of edgework (Lyng, 1990, 2004, 
2005). And, edgework is an established aspect of motorcycling (a self-defining activity). 
Edgework was originally offered to conceptualise risk-taking as a reasoned response to 
structural characteristics such as alienation and over-socialisation. It is associated with 
motorcycling both anecdotally and theoretically. It is also enmeshed with the autotelic 
impulsivity that hallmarks dangerous motorcycling praxes targeted by road safety policy 
(Murphy and Patterson, 2011). We know that motorcycling involves strong connections 
between rider and machine, however, it is also “embedded with symbolic, emotional 
values that cannot be accounted for by traditional models” (ibid, p1322). Motorcycling 
also hosts an established serious leisure component (eg Lewis, Patterson and Pegg, 2013). 
Operationalising these concepts next to health, well-being and masculinities will facilitate 
fresh insights into men’s health-relevant social behaviour. 
 
 
4.2.1  Voluntary risk-taking and health 
Masculinity norms research has implicated risk-taking as a distinct factor with (among 
others) emotional control, self-reliance and pursuit of status (Mahalik et al, 2003a). Men 
manage and weigh health- and gender-related risks daily, however, they may not readily 
discuss “individualised” risk unless it is broached with them directly (Robertson, 2007: 
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53). And, one cannot partial out ‘risk’ from men’s lifestyles and social identities (ibid). 
Voluntary risk-taking interests my research not only in relation to male motorcyclists’ 
road-based risk-taking, but also to matters of men’s agency relating to their health-
relevant choices, and in the performance of cultural hegemonic masculinities and how 
this may potentially influence their health and well-being. According to Robertson, 
“…what constitutes a hegemonic masculine ideal may alter through the 
lifecourse, and the expectation to demonstrate ‘edgework’, a hegemonic 
ideal for younger or single men, shifts towards an ideal of ‘controlling 
excess’ when the responsibility of a stable relationship, and particularly 
fatherhood, are entered into…”  
(Robertson, 2006a: 183; and Robertson, 2007: 56) 
Perhaps, therefore, marginalised men compensate through taking risks (cf. Courtenay 
2000c, Lohan, 2007).  
 
Jderu asserts, “[t]he risk implied by using motorcycles depends on the stage that a person 
is at in his or her social career” (2013: 1). Likelihood of marriage or cohabitation increases 
with age. However, men’s singleness (in any form) is linked with higher mortality risks (all-
causes; see Molloy et al, 2009). Established, cross-cultural literatures consistently report 
better psychological health for married, compared to unmarried people (eg Hewitt, 
Turrell and Giskes, 2010; Soulsby and Bennett, 2015; Waite and Gallagher, 2000). 
Marriage also: 
• Reduces men’s reduced risk of death by accident/suicide (Uggla and Mace, 2015). 
• Ameliorates chronically-ill married men’s depressive symptoms (Cramm and 
Neiboer, 2012). 
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• Increases likelihood of men in ‘at risk’ groups attending blood pressure, 
cholesterol and diabetes screening (Blumberg, Vahratian and Blumberg, 2012).  
 
Moreover, individuals in heterosexual relationships try harder to change their partner’s 
exercise habits more than those in same-sex relationships, and to reduce their partner’s 
alcohol consumption habits, where the partner was a man and was drinking less than the 
actor (Umberson, Donnelly and Pollitt, 2018). Less directly, close social relationships also 
expose the often private, sometimes secrecy-laden contexts of (un)healthy practices that 
lock people into non-engagement (Asch and Rosin, 2016). And, in married dyads, wives 
influence husbands’ diets positively or negatively according to their own eating practices 
(Homish and Leonard, 2008). Older established evidence from the 1970s finds men’s 
psychological well-being is more closely bound up with their marital status than women’s, 
but an unsatisfying marriage negatively impacts people of both sexes (Williams, 2003). 
 
Leisure occupations facilitating self-actualisation also enhance well-being. A coherent 
assets-based “science of well-being” that “makes people flourish”, in its relative infancy in 
2009 (Huppert, 2009:155), has since emerged to a global spotlight, evolving alongside the 
key policy focus on ‘happiness’ and the emergence of Flourish by Martin Seligman (2011). 
Assets-based views on leisure are particularly relevant to male motorcyclists, whose many 
forms involve serious, systematic development and improvement, both formally (via, eg, 
the Institute of Advanced Motorcycling, or track days, or other formal opportunities for 
skills development) and informally (eg stunting in public spaces). In motorcycling, assets 
include: demonstrable ability to ride fast, hard and skilfully, or mechanical knowledge, or 
conformity with the dress codes and praxes of their subculture. Male motorcyclists’ social 
rewards include being privileged in established, gender-ordered ideologies (Connell, 
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1995, 2005, 2009), the sense of belonging to ‘something bigger’ and/or climbing up the 
status-driven hierarchy based on skills or other, related reputations. No evidence points 
to overtly (positively) health-related assets, though there is much that plays into reified 
notions of risky masculinity. 
 
“Perception of danger is selective; it varies with the object of attention” (Wildavsky and 
Dake, 1990:172; those authors’ italics). A classic study, it explored differential perceptions 
of risk between ‘egalitarians’ and ‘individualists’ based on cultural biases and political 
orientation. Finding for cultural theory, they concluded, “it is not that [individualists] 
perceive no dangers in general, but that they disagree with [egalitarians] about how 
danger should be ranked.” (ibid, p172; those authors’ italics). For Wildavsky and Dake, 
“individualist cultures support self-regulation” and social deviance was only negative 
when threatening to limit members’ freedom (ibid, p168). Further, cultural individualists 
resist hierarchical normative constraints when they threaten personal autonomy (ibid). 
This is relevant: more socially extreme segments of motorcycling (so-called one-percenter 
groups)92 include strongly conformist, strictly hierarchic structural relations that position 
their members socially as non-conformist and resistant. Via their mythology, one-percent 
groups also exert well-documented influence over the popular imagery of motorcycling 
(Quinn and Forsyth, 2009). 
 
                                                     
92 Bosmia, Quinn, Petersen et al’s paper summarises aspects of ‘one-percenter’ culture for emergency 
department personnel to consider. The authors state that the term originated in the response of the 
American Motorcycle Association to violence reported at the infamous 1947 Hollister motorcycle rally: “… 
“99% of the motorcycling public are law-abiding; there are 1% who are not.” Thus, the “1%” patch… is worn 
only by clubs immersed in criminality and large enough to defend the claim to be the “baddest of the bad” 
against all.” (2014: 523). 
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Evidence suggests that engaging with leisure forms that provide opportunities for skills 
enhancement, self-actualisation and ‘flow’ enhances people’s well-being. Yet, the same 
research fails to explore potentially mitigating effects of traditional masculinities. These 
overlooked positive effects may not be overtly physical and might perhaps involve reified 
ideas of masculinity already characterised by risks to health. By operationalising men’s 
well-being in the context of motorcycling masculinities, my research consciously centres 
itself in a traditionally male-dominated context with established masculine norms that 
stereotypically counterpoise desirable health praxis. Therefore, it is well-placed to explore 
the material and social trade-offs between health, well-being and masculinities in men’s 
sense-making. 
 
 
4.2.2  Voluntary risk-taking, men and motorcycling edgework 
“If people feel themselves to be safe, then … they are more likely to be in 
the arousal-seeking state, and therefore to be looking for danger and 
risk. So there is a paradox here: The safer we make life, the more people 
may take risks and court danger.”  
The Dangerous Edge, Michael Apter (1992: 191)  
 
Motorcycling’s cultural elites typically practice voluntary risk-taking edgework, which is 
represented in the literature for all forms of style and praxis (eg Haigh and Crowther, 
2005; Klancher, 2010; Murphy and Patterson, 2011). The term ‘edgework’ was originally 
coined by Hunter S. Thompson, during his many years arguably researching the Hell’s 
Angels and carrying out his own drug-related experimentation (Thompson, 1967, 1971). 
In 1990 Stephen Lyng reworked edgework sociologically. Lyng’s edgework synthesised 
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Marxian-Meadian social interaction perspectives into a coherent heuristic for voluntary 
risk-taking’s structural motivations. Focusing on the transcendence of constraints through 
risk-taking, edgework subjectively explores and stretches role-related norms, which 
demands foreknowledge of any relevant institutional scripts93 and corollary behaviours 
beforehand. Edgeworkers negotiate the line between [the familiar, predictable, secure, 
controlled] and [the unfamiliar, unpredictable, insecure and uncontrolled] in response to 
the “over-determined character of modern social life” (Lyng, 2005:5). Edgework is,  
“manifested experientially as a sense of ineffability, authentic reality, 
altered perceptions of time/space, and feelings of mental control over 
environmental objects…”  (Lyng, 2014: 450; citing Lyng, 2005: 39-47).  
That, plus vulnerability to weather, road conditions, other vehicles “and the masculine 
resilience of riding” are major contributors to “the romantic imagery of the biker.” (Quinn 
and Forsyth, 2009: 244). Riding at speed transcends the functionality of transportation, 
eliciting a cyborgian experience (eg Rosa, 2010). Riding is itself performative of, eg, self-
concept, identity, meaning, resistance (see Klancher, 2010). Edgework is associated with 
intuitive, immediate responses required for survival in novel and/or high-risk conditions 
in which reflexivity is overwhelmed by experiential immediacy, and it embraces both 
escape and resistance (Lyng, 1990, 2004, 2005). Evaluating the concept, Bunn (2017) has 
cited criticisms (eg, Newmahr, 2011) of its popularity with researchers theorising white, 
middle-class, middle-aged, relatively affluent men and the relative silence of its successful 
application with other ethnicities, social classes and women (ibid, 1312). 
 
                                                     
93 For a fuller explanation of the notion of social scripting and its determining role in people’s ‘performance’ 
(or ‘presentation’) of culturally shaped social personae, see: Irving Goffman’s The Presentation of Self in 
Everyday Life. 
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Edgework is frequently introduced by researchers as a sub-construct, which catalyses the 
dynamics in wider conceptual frameworks designed to explore meanings and experiences 
associated with socially constituted bodies at their intersection with historical discourses 
such as patriarchy and gender (eg Dilley and Scraton, 2010). It also offers a somewhat 
contradictory route through “the challenges of the risk society” (Lyng, 2005: 10). The idea 
of ‘risk society’ and individual’s reflexive responses to its uncertainties were theorised by 
Ulrich Beck, Anthony Giddens and colleagues over several decades as part of an emerging 
structural dynamic associated with second modernity (cf. Lyng, 2012).  
 
Conceptualising society as ‘risky’ is interesting if one is hypothesising paternalistic power 
in hegemonic control structures (eg road safety, health behaviour). Edgework, however, 
arises from motivations such as embodied experience and hermeneutic reflexivity, which 
foreground the phenomenological realities and immediacy of voluntary risk-taking (Lyng, 
2014). Paternalism is, “the interference of a state or an individual with another person, 
against their will… defended or motivated by a claim that the person interfered with will 
be better off or protected from harm” (Dworkin, 2010).94 Citing Dworkin’s earlier (1972) 
definition, Elvebakk argues that, “Paternalistic measures… force people to do something 
for the sake of their own good, although they themselves would not, or might not, have 
chosen to do so” (2015: 298). Her comments relate to the acceptability of paternalism in 
road safety. She later cites the use of State-employed “nudge” theory95 to bolster failing 
moral arguments for behavioural change, and Watling and Leal (2012) on individual’s 
                                                     
94 This has evolved from Dworkin’s earlier definition of paternalism, which was, “the interference with a 
person’s liberty of action justified by reasons referring exclusively to the welfare, good, happiness, needs, 
interests or values of the person being coerced” (Dworkin, 1972). 
95 See Health section, which describes the uses of this behavioural technique in greater depth. 
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tendency, “to accept enforcement for behaviours they themselves are unlikely to partake 
in” (2015: 302). Clearly, people’s responses in this vexed area are inconsistent.  
 
Despite unassailable global evidence for safety benefits from motorcycle helmet use in 
reduced accident deaths and injuries, America’s universal helmet law96 was repealed in 
1976 on grounds of discrimination against motorcyclists as a class, and violation of their 
liberty (Jones and Bayer, 2007: 208, 210). Presenting the motorcycling context as benignly 
empty of the machinations and societal power relations of hegemony gives an only 
incomplete perspective (Pflugfelder, 2009).  
 
Therefore, power, rather than being structural and institutional is personal, inconstant, 
unpredictable, always exposed to challenge through the medium of counter-discourse (eg 
resistance) and present in everything (Gordon, 1980; Foucault, 1982, 1994). So, resistance 
is an unceasing possibility “available” to all via “multiple identities [and] subjectivities” 
and reflects “varieties of meanings, experiences, perceptions and constructions of self” 
(Shaw, 2006: 535,536). Focusing on the hegemonic process foregrounds the constitution, 
commodification and consumption of masculine identities, and the role of ideological 
stances in social groups’ relative capacities for wielding power (see, eg Connell, 2005; 
Connell and Messerschmitt, 2005; Connell and Wood, 2005). Moreover, it also exposes 
the embodied, purposive concept of resistance as an “optimistic” response, imbued with 
potential for emancipatory empowerment potential (Wearing, 1998). By introducing the 
idea of resistance, leisure becomes as a site where edgework can occur (Lyng, 1990).  
 
                                                     
96 Enacted in 1967. 
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Resistance (in this case, to health messages) also provides an interface between health, 
hegemonic masculinities, intimate relationships, and diet. It is well-documented that, on 
average, men are more overweight and less concerned about health than women (see 
Maleki et al, 2016). Meat consumption is rife with gendered social scripting related to its 
production, consumption, portion size, health, strength, affluence, virility, and carving (to 
name but few). It is also a contested site with “wider patterns of male dominance” (Sobal, 
2005) that is often mythologised in motorcyclists’ narratives.97 Given the above, we also 
find that meat and motorcycling are established sites of gendered hegemony connected 
via resistance and dominance at State level. In 2016, the EU banned importing hormone-
treated American meat. The US Beef Lobby retaliated by petitioning for severe tariffs on 
some imports including motorcycles/mopeds displacing 500cc or less. Loud rebuttals from 
the American Motorcycle Association that, “[t]here is no logical link between motorcycles 
and beef.”98 
 
For most motorcyclists, riding at speed is fundamental to their leisure (Rosa, 2010). We 
know that motorcycling is often paired with the experiential immediacy and embodied 
practices of voluntary risk-taking edgework. These phenomena are embodied in the 
motorcycle and the combined forces of manufacturing and popular culture mythologise 
both power and speed (Alford and Hurm, 2013) and men and masculinity (Rofe and 
Winchester, 2003). Motorcycles also embody the lived realities of an accelerating social 
world (Rosa, 2010). So, riding at speed enables an experiential hermeneutic that mediates 
well-being and enhances daily life. We already know that men experience gendered 
                                                     
97 For example, the BBC’s Hairy Bikers’ Meat Feasts (see: http://www.hairybikers.com/shop/view/the-hairy-
bikers-meat-feasts-the-ultimate-meat-bible#kLghPTHDm4sLbyb0.97)  
98 See: http://www.motorcycledaily.com/2017/01/u-s-beef-lobby-wants-100-tax-on-european-motorcycles-
under-500cc-seriously/  
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health inequalities, resist health promotion, and live with relatively poorer mental health. 
However, investigating interplays between their health and gendered social identities 
demands some insight into how that hermeneutic functions in typically and traditionally 
masculine environments.  
 
 
4.2.3  Male motorcyclists’ love affair with speed 
“When my mood gets too hot and I find myself wandering beyond 
control, I pull out my motor-bike and hurl it top-speed through these 
unfit roads for hour after hour. My nerves are jaded and gone near dead, 
so that nothing less than hours of voluntary danger will prick them into 
life.”   
An excerpt from T.E. Lawrence’s letter to Lionel Curtis, 14 May 1923 
(Garnett, 1938) 
 
Accident and safety literatures use risk-based evidence to portray motorcyclists as unified 
by way of orientation and behavioural-determination. Indeed, motorcyclists are over-
represented in UK traffic accident statistics (Crundall et al, 2008). So, empirical evidence 
contributes greatly to discourses about the beneficial effects of eg safer riding, reduced 
speed and mandatory high-visibility clothing. Motorcyclists routinely flout authoritarian 
controls and may experience measures as coercive, further deepening resistance. Given 
these emphases and the added influence of serious leisure, there are known paradoxical 
artefacts to further skills training. For example, as provided by the Institute of Advanced 
Motorcyclists [IAM] or the Royal Society for the Prevention of Accidents [RoSPA]). These 
include riding faster in non-built-up areas and being at increased risk whilst road-riding 
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(Department for Transport, 2005: 69). Speed has long history of engaging motorcyclists, 
which is formally acknowledged by the British Department for Transport (DfT; eg, DfT, 
2005b, 2008, 2011; Stradling, et al, 2008). Riding speeds on 30 and 70mph UK roads are 
mediated not only by speed limits but also by road conditions and intra-personal factors 
such as age, rider-type, mental state, self-identity, group speeding norms, nature of riding 
group, and strength of group identification (Elliott, 2010; cf. DfT, 2005a:11; Haigh and 
Crowther, 2005).  
 
Our social selves are as varied as the groups to which we belong. The impact of this on 
self-identity/identification cannot be grasped outside the wider social contexts in which 
those groups exist (Ellemers, Spears and Doosje, 2002). Group membership has socially-
motivated rewards mainly via affiliation, achievement and identity (Johnson et al, 2006). 
Moreover, social identification-based group interventions influence both health and well-
being and may even predict health outcomes in the self-management of chronic disease 
(Cameron et al, 2018). Internalising one’s social group’s norms is a threefold process: 1. 
identifying with your chosen context-linked self-categorisation; 2. observing and learning 
behavioural group norms; and 3. acting-out internalised social norms (Turner, 1987). This 
leads to social identification, group membership and importantly: self-categorisation (see 
Turner, 1985). When individuals value and become involved in self-selected groups, it 
contributes to their enduring sense of self and influences their use of group-related self-
categorisations, via social identification (see Doosje, Ellemers and Spears, 1995; Haslam, 
2004).  
 
Differentness and distinctiveness are highly prized by motorcyclists, evidenced by their 
customisation of machines and apparel at every available opportunity. This supports 
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evidence that minority-linked99 taste and style offer enhanced “display value” over “the 
majority”100 in certain social situations (Spears, Ellemers and Doosje, 2009: 1110). Given 
that individuals’ identification with a chosen in-group, “determines the degree to which… 
membership is psychologically affecting and socially consequential” (Leach et al, 2008: 
144; Ellemers et al, 1999), the influences from men’s social identification as bikers or 
motorcyclists on their health-relevant behaviours is an important consideration. 
 
Male motorcyclists already inhabit stereotypically gendered leisure contexts steeped in 
voluntary risk-taking and resistance. This presents a double challenge, given the published 
aims of public health and health promotion among men. Also, motorcyclists’ ages and 
length of riding careers are no indicators of road safety. Leisure motorcyclists on larger 
machines tend to be older, having ridden for many years, or be returning after a break 
(Jamson and Chorlton, 2009). Motorcyclists only make up 1% of all road traffic nationally, 
but account for 20% of those killed or seriously injured (KSI) (Lancashire Constabulary, 
2014). Older, more experienced riders on larger machines comprise the majority and, of 
the 333 KSI between 2010 and 2013, 212 (63%) had causation factors attributed to rider 
error and 105 (32%) involved no other vehicle (ibid). In motorcycling, risk-taking is 
assumed, even valorised, so it is of concern that mature/experienced riders with a past 
accident history are likelier to show divided or selective attention when riding, compared 
to accident-free compatriots. Moreover, this is significantly linked to the likelihood of 
committing driving violations or failing to identify hazards on the road (Cheng, Terry and 
Lee, 2011).  
 
                                                     
99 For ‘minority’ read ‘motorcyclist’. 
100 For ‘majority’ read ‘car drivers and similar’. 
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4.3  Men’s health and the role of Sociological Ambivalence  
Ambivalence indicates “the existence in one person of opposing emotional attitudes 
towards some object” (Scott and Marshall, 2009). Sociological ambivalence (SA) explains a 
person’s attempts to manage and resolve dissonance arising in response to assumed, 
paradoxical and contradictory embedded social structures (Merton and Barber, 1963; 
Connidis and McMullin, 2002). In SA, social actors struggle to manage that reconciliation 
process behaviourally (Nowotny, 2011). SA is manifest structurally via social relations, 
behaving as an embedded, status-based “blend of hostility and rapport” (Heilman, 1977: 
227). So, as people experience a sense of inauthenticity due to mismatches between 
structurally enforced social norms and their inner sense of who they are, they evolve 
protective behavioural strategies designed to manage it. Its psychological counterpart 
reflects a person’s “idiosyncratic history or their distinctive personality” (ibid). Arguments 
against the concept’s use in sociology converge on its associations with psychological and 
psychoanalytical focus on individual’s experiences, rather than the socio-cultural contexts 
in which they live (cf. Hillcoat-Nallétamby and Phillips, 2011). SA dates from 1936, when it 
was proposed by Merton and Barber in an anthology of essays honouring the Russian-
American sociologist Pitirim Sorokin (Merton and Berber, 1963). It has been subject to 
research in relation to social identities/institutions and human relations (eg Brown, 2010; 
Connidis and McMullin, 2002; Heilman, 1977; Hillcoat-Nallétamby and Phillips, 2011). 
 
Related to what I shall refer to as individualised ambivalence Steve Robertson finds that 
men are at the nexus of dichotomous relations around health. Hence, though retaining 
personal agency (itself multi-layered and multi-situational; cf. Mellström, 2015) they are 
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pushed and pulled by the poles of health-related thinking and behaviour located at the 
crux of lifecourse and social identity:  
“…the moral nature of health talk means that it is inevitably tied up with 
narratives of responsibility, risk and the requirements of ‘good’ 
citizenship. However, these narratives themselves are far from devoid of 
gendered context and the requirements for ‘good’ male citizenship can 
sometimes collide with, and at other times facilitate, what currently 
constitutes ‘good’ health practices.” (Robertson, 2007: 60) 
 
Re-reading the above, I am reminded of so-called ‘new’ men’s action-oriented health 
praxis and its posited relationship to current moral imperatives of health (see Farrimond, 
2012). In the literature, these ‘newer’ masculinities are frequently associated with notions 
of social capital, while ‘older’ (traditional?) masculinities simply slot-into the pervasive 
social order. Some argue masculinity acts as a form of social currency (“‘credit’, ‘capital’ 
or ‘insurance’”; de Visser, Smith and McDonnell, 2009:1048). Therefore, Robertson is not 
alone in suggesting the presence of ambivalent relations functioning in areas of desired 
behavioural change. But, in other fields they are posited as something to be harnessed by 
policy-makers to, “help decision-makers select far-sighted options” (see Milkman, Rogers 
and Bazerman, 2008 on want/should conflicts). 
 
These authors investigated whether men could be judged as masculine and yet still 
demonstrate “‘non-masculine’ behaviours” within their overall masculine identity (ibid, 
p1048). The study found that non-conformists were perceived as less masculine, or even 
feminine, in the presence of non-masculine behaviours (eg an exemplar’s homosexuality 
or vanity). In line with Connell, 2002, this demonstrated the conflation of femininity with 
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homosexuality, and both with ‘non-masculinity’. The authors concluded that, whereas 
health-related behaviours may facilitate men’s acquisition of and/or trade in masculine 
capital, its trading capacity was limited by differential values of “masculine and non-
masculine behaviours” (ibid, p1057). Their findings emphasise why social mechanisms by 
which men establish and maintain hegemonic masculinities are important where they 
relate to health. For example, in helping men to manage complex compliance/resistance 
trade-offs associated with the norms, behaviours and constraints of socially-constructed 
hegemonic masculinities.  
 
One hallmark of both idealised and actual motorcycling masculinities is homosociality. 
When applied among male motorcyclists, it equates to brotherhood. Homosociality refers 
specifically to same-sex, nonsexual interpersonal attractions (Lipman-Blumen, 1976). It 
clearly defines hegemonic/non-hegemonic masculinities by means of social segregation 
(Bird, 1996). Men’s homosociality is a social mechanism by which personal conflicts with 
‘ideal’ masculinity are suppressed via “subtle” interpersonal control mechanisms. These 
ensure men’s behavioural compliance with institutionalised beliefs/attitudes that protect 
the “uncontested” nature of hegemonic masculinity (ibid). Interestingly, given ex-military 
men are common in certain sectors of motorcycling, this is particularly marked among 
male combat soldiers both with peers and noncombat friends (Kaplan and Rosenmann, 
2014).  
 
Conceptually, homosociality can operationalise men’s intimate, emotional and expressive 
nonsexual bonds with other men. It is often used in the study of men and masculinities 
(Hammarén and Johansson, 2014). Motorcycling is a male-dominated leisure hegemony 
with institutionally-defined and socially constituted masculinities. Its homosocial contexts 
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host numerous practice-based hierarchies where loyalty, cohesiveness and behavioural 
conformity are prerequisites to men’s sense of social identification. Evidence suggests 
that men failing to comply with their peer group’s norms for “achieving masculinity” lose 
their social influence, resulting in physiological stress responses (Taylor, 2014). This may 
also indicate men’s sociological ambivalence. 
 
 
4.3.1  Male motorcyclists, hegemonic masculinities, motorcycling identities 
Motorcycles and motorcycling are both indisputably gendered and performative sites for 
hegemonic masculinities (eg, Ilyasova, 2012; Miyake, 2018). Hegemony is aspirational. It 
represents the cultural monopoly of norms and values on which its hosting orders have 
been built (Bauman, 1990). Chapter Three described how the reproduction, definition and 
legitimation of hegemonic masculinities is enabled by exemplars (Connell, 1995, 2005; 
Warren, 2002). Similar logic applies when considering motorcycle culture, which hosts 
multiple masculinities associated with the kaleidoscope of men’s social experiences and 
subgroups. 
 
In theorising men, dominant hegemonic masculinities require non-dominant forms to 
relate to, and sometimes subordinate and oppress. Arguably, non-dominant masculinities 
may be complicit or marginalised. Complicit masculinities are not the “front-line troops” 
of patriarchy, though they reap “the patriarchal dividend” of benefits from men’s social 
primacy (Connell, 1995:79; 2009: 142,143). Notably, women may also populate complicit 
masculinities and, in motorcycling, often do so. Marginalised masculinities emerge when 
their existence is authorised by a dominant masculinity, which influences how they evolve 
(Connell, 1995, 2005). British and American motorcycling host myriad subgroups “varying 
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by brand and style of motorcycle, type of riding, involvement in crime, and commitment 
to riding” (Gagné and Austin, 2010). Motorcycling is a heavily masculinised environment 
(Ilyasova, 2012) where the intuitively defined sociological dynamics of hegemony prevail. 
 
In ‘Masculinities, men and promoting health through primary care’, Robert Williams and 
Steve Robertson marshal Connell’s (2005) exposition of hegemonic masculinities and re-
present it in tabular format, with summarised explications (reproduced here in Table 1). 
Williams and Robertson state that “Connell’s model allows us to understand the often-
contradictory nature of men’s experiences that challenge men’s stereotypes” (ibid, p26). 
Applying this model frees men to engage with health promotion opportunities by 
releasing them from the reified notions of traditional masculinity such as aggression, 
strength and stoicism (ibid). They also found that the model facilitated recognition that 
men’s health practices may differ according to their social group. This is important, we 
“need to develop an analysis of health and well-being that is both social and coherent” 
(Jetten, Haslam and Haslam, 2012: 12). In motorcycling, hegemonic masculinities reflect 
complex interplays between social and cultural norms as men’s identities are constituted 
in hierarchic, frequently competitive subcultures (eg Koerner, 2007; McDonald-Walker, 
2007; Price-Davies, 2011). However, these hard-won identities ultimately fail without 
some form of self-categorised authentication (see eg Turner, 1985; Turner et al, 1987).  
 
Individuals apply variability judgements when constituting their group-based identities. 
These may be as simple as ‘I’m not like you’. Such statements are applied strategically to 
evaluate where individuals stand in relation to their own or others’ group/s at any given 
time (Doosje, Spears and Koomen, 1995). Group contexts are where social relationships 
are instigated and developed. The “ways in which one perceives and relates to these 
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groups as groups determines the extent to which relationships are curing and beneficial” 
(Sani, 2012: 21; his own italics). Correspondingly, psychological well-being is grounded in 
six distinct dimensions of well-ness: environmental mastery, autonomy, personal growth, 
purpose in life, self-acceptance and, positive relations with others (Ryff and Keyes, 1995). 
These are all important to the achievement of positive social identity. 
 
 
4.3.2  Motorcyclists’ cultural affiliations (one body – many parts) 
“Groups that provide us with a sense of place, purpose, and belonging 
tend to be good for us psychologically. They give us a sense of grounding 
and imbue our lives with meaning. They make us feel distinctive and 
special, efficacious and successful. They enhance our self-esteem and 
sense of worth.”       (Haslam et al, 2009:2) 
 
British motorcyclists arguably fall into two main categories: “‘minimum fuss, maximum 
smoothness approach’... advanced, expert motorcyclists” and “performance riding 
styles’” (Haigh and Crowther, 2005:561). But, the application of a simple binary model to 
British motorcycling overlooks a great many riders who may affiliate to neither. One only 
needs visit one of the many British bike meets101 on a sunny Sunday to see that multiple 
affiliative categories exist, also in the range of on- and off-line social, riding and owners’ 
groups, and amongst the hard copy titles on the newsstands or online. 
 
                                                     
101 Virtually any officially and unofficially recognised roadside spots where motorcyclists can stop before, 
during or after their rides to meet like-minded people, swap stories, use the lavatory, admire the 
bikes/scenery and get a cup of tea. 
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Motorcycle groups are often characterised by their apparent adherence to traditional 
masculinity ideology. The outward evidence might include conforming to masculine 
heterosexuality norms, acts of bravado, health risk behaviours and toughness. This is 
important when men’s health researchers are called to account for relations between 
masculinity and cross-cutting factors such as age (Levant et al, 2009), and men’s failure to 
seek health-related help, or their postponement of it (see Medina-Perucha et al, 2017; 
Springer and Mouzon, 2011; Yousaf, Grunfield and Hunter, 2015). Male motorcyclists are 
frequently defined by negative stereotypes, yet stereotyping is not merely an externally-
applied process. Social identification theorists (eg Turner, 1987) see self-stereotyping as 
an active constituent in acquiring self-identity. Via self-stereotyping, individuals conceive 
themselves as prototypical group members and the degree of their self-identification 
governs how they respond when their group is under threat (Spears, Doosje and Ellemers, 
1997:538).  
 
Gramsci sees ‘The State’ as “hegemony protected by the armour of coercion” (1971:263). 
Homogenisation and cohesion are not restricted to marginalised or subordinate groups 
but are enshrined within hegemonic principles. There they are “promoted and legitimised 
dogmatically as non-negotiable principles” and, if groups are under threat, the hegemony 
closes around them to protect itself (Howson, 2008: 112). Thus, hegemons enforce their 
norms to manage threats to their hegemonic status and may even use coercion in the 
process. Social identification theorists cite these factors when describing what leads to 
organised resistance and deepening embodiments of identity. The enactment of such 
behaviours is well-documented among certain biker groups, eg those from one-percenter 
backgrounds.  
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The strength of an individual’s identifications with, and within their social group exert 
important strategic influences over group cohesiveness and homogeneity, and both are 
powerful solidarity indicators (Doosje et al, 1995). Moreover, “high identifiers are more 
likely to perceive themselves in group-stereotypical terms than low identifiers” (Spears et 
al, 1997: 540). Consequently, my study examines interplays between men’s subjective 
well-being, self-categorisation, masculinity ideologies and affiliation. Male motorcyclists 
may be loners seeking freedom on the open road – they also tend to be highly identified 
members of a geographically fluid, socially diverse specific-interest group (see, eg, Haigh 
and Crowther, 2005).  
 
Self-categorisation theory has three main tenets. First, “social identity is what allows 
group behaviour to occur at all”. Second, “self system” is predicated on the operation of a 
context-driven, categorical membership schemas of social identification where people 
position themselves in relation to others (eg like me/not like me). And third, “shared 
social identity is the basis for mutual social influence (Turner, 1991)” (Haslam et al, 2009: 
7,8). From a social interactionist perspective, social class and poverty both influenced the 
development of British motorcycling (Koerner, 2007; McDonald-Walker, 2007), and self-
categorisation and social identification carry joint, deterministic functions related to 
planned behaviour (Ajzen, 1991).  
 
 
4.3.3  The importance of motorcyclists’ group identities 
“Meanwhile, back at the [US Patent and Trademark Office], “reasonable 
people of ordinary sensibilities” had approved the following trademarks: 
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'Crippled Old Biker Bastards’ filed May 16, 2002 and approved Dec 30, 
2003; ‘Biker Bitch’ filed Mar 4, 2002 and approved Mar 20, 2004…”  
       (Ilyasova, 2006) 
 
According to G.H. Mead (1863 to 1931), the development of ‘self’ is contingent upon 
communication and one’s engagement with the significant verbal and non-verbal symbols 
of social interaction (1934). Meadian social interactionism posited individuals as active 
role-takers, able only to encounter our ‘selves’ via momentary insights into how we are 
perceived by others. The insights depend on one’s internalised comprehension of the 
entire complement of expected roles which comprise the life of a particular group. Mead 
saw individuals as made up of a creative expressive element (the “I”) and an outwardly-
influenced evaluative element (the “me”). So, ‘self’ emerges through engaging with the 
imagined views of others, and ‘role’ through the anticipated repertoire within a social 
group. This thinking was later refined by American sociologist Erving Goffman (cf. 1959, 
1967), whose theses on identity are summarised as, “we learn who we are, and what 
parts to play, by perceiving others’ attitudes towards us” (Lindlof and Taylor, 2002: 42). 
 
Motorcycle subculture is populated by numerous culturally distinct affiliation-based 
communities and groups. This section’s opening quote refers to one group’s repeatedly 
blocked attempts to register their name (Dykes on Bikes) as a trademark (Ilyasova, 2006, 
2012). At the crux of the struggle is conflict between the group’s gendered social identity 
and the state’s enforcement of hegemonic heterosexual masculinity norms. This is a real-
world version of what social identification theorists (eg Spears et al, 1997) demonstrate 
empirically, namely that coordinated group resistance and increased cohesiveness occurs 
in the face of perceived threats to group identity. Emphasised here by apparent inequity 
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in judgements. Wider motorcycle culture endorses hegemonic masculinities. It is, “very 
masculine and very male”, conflating “motorcycling, men and masculinity… three ‘M’s 
that always go together” (Ilyasova, 2012).  
 
Thus, Dykes on Bikes’ quest for formal recognition elicited the legitimating role of the 
hegemon (here, the US Patent and Trademark Office) to endorse or censure gendered 
identities. Some contend that subcultures should demonstrate sufficient structural 
distinctiveness as to be identifiably different from the host culture (Clarke et al, 1975). 
But, Ilyasova’s account also demonstrates what can happen when subcultures are so 
distinctive that they challenge hegemonic normativity. In gender terms, despite coveting 
personal expression and individuals’ rights to affiliate to one or more of its diverse, praxis-
based groups, mainstream British motorcycling is a hegemonic culture that promulgates 
(ie promotes, exemplifies and legitimates) predominantly heteronormative identities.  
 
 
4.4 Leisure, authenticity and consumption 
In leisure, identity authentication praxis should always be viewed from the perspective 
that its contrasts with mundane daily life are what enable one to experience ‘existential 
authenticity’ (Mansfield and Chatziefstathiou, 2010). Moreover, ‘experiential authenticity’ 
also involves spirituality (Wang, 1997). Some motorcycle groups that valorise loyalty and 
ritual are akin to a ‘secular sect’ (Watson, 1982). Some are overtly religious, such as the 
Unchained Gang who self-categorise as “riders for God” (Remsburg, 2000). Ethnographic 
reports of masculine spirituality suggest that it forms deep in men’s psyche and that sex 
and gender are constructed from mythopoetic explanations (myth = non-factually based 
legends and traditions) (Whitehead, 2002). Motorcyclists’ transcendent spirituality often 
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appears in the timeless existential narratives of riding such as Pirsig’s Zen and the Art of 
Motorcycle Maintenance (1974).  
 
Leisure identities involve consumption. In both leisure and club environments, junctures 
between identity and consumption are active constituents of motorcycling praxis (Quinn 
and Forsyth, 2009; Schembri, 2009). Praxis involves “a moment... called ‘the hermeneutic 
circle’” (Barker, 2006: 497) where subjects perpetually engage with the capricious texts of 
an ever-fluid social world, resulting in acceptance and resistance of structured social 
expectations. Put in context, serious long-distance touring motorcyclists often ride solo 
and rub shoulders somewhat uncomfortably and judgementally with recently popularised 
“adventure motorcyclists” on package holidays that have been sold as ‘the experience of 
a lifetime’ (Price-Davies, 2011). John Urry has debated the achievement of an “authentic” 
travel experience as one of the pinnacles of tourism (Urry, 1990, 2002: 9-10). Certainly, 
since the widespread broadcast of McGregor and Boorman’s Long Way Round (2004) it 
has become the focus for British adventure motorcyclists. Yet, instead of authenticity, 
what an almost exclusively male, all-white, consuming public actually get is an experience 
that has most of the “adventure” swapped for risk-free containment and a road crew, its 
“authenticity” is “staged” to provide the rider with “the tourist gaze” (Price-Davies, 2011).  
 
Yes, the value of such excursions is debated, but hermeneutic moments simultaneously 
shape the present, and alter its nature as a springboard for future engagement. And, this 
process is inexorably bound up with “the making and re-making of the authentic self” 
(Mansfield and Chatziefstathiou, 2010: xi). As they engage with pursuing dominance and 
authenticity, masculinities also involve challenges and change within the hegemonic 
process (Connell, 1995, 2005). Stereotypical masculinity is embodied in non-passivity via 
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traits like aggression, mobility, adventure and risk. Whereas motorcycling masculinities’ 
hegemonic exemplars assertively pursue and equally assertively maintain their hierarchic 
status by systematically acquiring and demonstrating their motorcycle-related skills (eg 
Haigh, 2008; Murphy and Patterson, 2011; Lewis, Patterson and Pegg, 2013).  
 
 
4.4.1  Health-relevant masculinities formed in motorcycle culture 
“A fascinating aspect of the pursuit, not in the least bucolic, was the bike 
shop where one went for mechanical service, and which was a meeting 
place for the bike people, whose machines were poised out front in 
carefully conceived rest positions.”  
‘Me and My Bike and Why’, Thomas McGuane (2002: 161)  
 
Motorcycling provides significant numbers of men with sometimes jealously guarded 
man-focused, male-dominated contexts for transportation and leisure (Koerner, 2007; 
Quinn and Forsyth, 2009; Thompson, 2009). Consistent evidence associates the masculine 
social contexts of motorcycling with unhealthy norms, such as heavy drinking, substance 
use, violent aggression, and subjugation of women for hedonistic, economic and criminal 
purposes (see eg Barker and Human, 2009; Quinn and Forsyth, 2009; Thompson, 1967; 
Thompson, 2009). Conversely, motorcycling itself is also portrayed as the embodiment of 
freedom, spirituality and adventure (eg Pirsig, 1974; McGregor and Boorman, 2004).    
 
Leisure studies have been called upon to adopt ‘action approaches’ concerned with the 
sociologies of eg embodiment, location and context. And, leisure has been attributed with 
a fourfold political function via, “representation, identity, control and resistance” (Rojek, 
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2005: 24). Leisure also interacts with social capital102 in the negotiation of collective well-
being. Associations between work, leisure, well-being and perceived life-quality are 
common in interdisciplinary studies (Haworth, 2012). But, masculine leisure identities’ 
role in well-being and health is under-researched despite known associations between 
authentic social identity and enhanced subjective well-being. Outdoor leisure recreation 
balances one’s “spirit, mind, and body” (Walmsley and Jenkins, 2003:279). Motorcycling 
as leisure and motorcyclists’ social identification may indeed influence their well-being 
and health. 
 
Motorcycling leisure is a male-gendered space (Ilysova, 2012; Miyake, 2012) enjoyed by 
millions worldwide, yet researchers chiefly focus on “the hyper-masculine, criminal and 
misogynist world of outlaw biker culture” (Gagne and Austin, 2010). Its masculinities 
emerge from hyper-masculine contexts (Thompson, 2009) and masculine socialisation is 
implicated in men’s health inequalities, but the interface between these and motorcycling 
is unknown. Most quantitative research on motorcycling103 takes essentialist perspectives 
ascribing riders “a fixed, underlying identity” predisposed towards voluntary risk-taking 
but this may be a methodological artefact, as “quantifiable measures104 seldom portray 
the high-risk performers’ actual life experiences” (Haigh and Crowther, 2005: 556, 557). 
Riders’ accounts embody voluntary risk-taking more reflexively than the “specialist press” 
                                                     
102 Defined by the ONS as: “the pattern and intensity of networks among people and the shared values 
which arise from those networks” (ONS, 2013). 
103 Such as is carried out by the UK government (Haigh and Crowther, 2005). 
104 The authors quote “a typical ‘objective’, questionnaire process” in which, “participants are asked to 
respond to categories of pre-coded, fixed-choice survey instruments” but are “not directly consulted as 
standardised assessment protocols do not allow participants to characterise the experiences in their own 
terms, through their own stories” (Haigh and Crowther, 2005: 557). By using a mixed methods design, my 
own research accommodates both perspectives. 
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suggest, challenging the press’s enforcement of it as an ideologically- and interpersonally-
driven means by which motorcyclists’ social agency is expressed (ibid, p560).  
 
Even setting aside high-risk performers’ affiliative praxes, and media-enforced influences 
of peers and riding ideologies, motorcycling identities are authenticated by deeply-rooted 
voluntary risk-taking histories. This is amply illustrated by T.E. Lawrence (‘Lawrence of 
Arabia’) whose love of the British-made Brough Superior105 motorcycle was legendary. 
Lawrence owned seven of these, all called ‘George’ and he met his death in a motorcycle 
accident in 1935. Lawrence often referred to his use of speed as a coping strategy for 
post-conflict stress (see Garnett, 1938). Considering this, wide-ranging peer effects for 
health are well-established, illustrated by Dolan et al’s MINDSPACE theses (Dolan et al, 
2010; Dolan et al, 2012), summarised by Metcalfe and Dolan (2012: 506) in Table 3. 
 
Table 3. Metcalfe and Dolan summarise the MINDSPACE approach to behaviour change.  
 
 
                                                     
105 The Brough Superior was manufactured between 1919 and 1940. See Grace’s Guide on British Industrial 
History, at: http://www.gracesguide.co.uk/Brough_Superior 
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Over time, motorcyclist have become, “rich urban bikers” (Tretheway and Katz, 1998:59) 
and today’s typical motorcyclist on a British road is most likely to be white, male, middle-
aged and financially stable (Koerner, 2007; McDonald-Walker, 2007). This raises the issue 
of ethnicity. Notably, only relatively low numbers of European, South African, Australian 
and American motorcyclists are “non-white” (see Conner, 2009; Gagné and Austin, 2010; 
Hopper and Moore, 1990; Joans, 2001; Jordaan, 2013; Quinn, 1987; Watson, 1982). Karl 
Spracklen has argued that leisure has constructed and reinforced the dominant ethnicity 
of “whiteness” (Spracklen, 2013). Yet, it is also redolent of global branding strategies that 
portray motorcycling’s cultural exemplars as overwhelmingly ‘white’.106  
 
Globally, motorcycling is big business. Its commodification has increased momentum 
during the past half-century (Austin, Gagné and Orend, 2010). Choosing which machine to 
buy is now likely to rest on its function as a leisure accessory and be more motivated by 
its style and image than its transport value (Jamson and Chorlton, 2009). Moreover, the 
consumption of goods and services is apparent in all aspects of subculture (eg Green, 
2001). For marques and their marketing departments, this lucrative seam taps into the 
ephemera of their target markets’ desire to customise their bikes and themselves in the 
cause of identity formation and embodied authenticity. For motorcyclists, such processes 
go beyond the motorcycle’s branding to the rider’s group affiliation and even how they 
execute their riding practice (eg Haigh and Crowther, 2005). These aspects of leisure 
motorcycling embody Spracklen’s contention that, rather than it being a site of human 
belongingness and self-actualisation, “the lifeworld of contemporary leisure has been 
                                                     
106 “Motorcycle manufacturers are very active players in major product placement campaigns.” (Packer and 
Coffey, 2004: 642). Manufacturers place their products in high profile global films such as Terminator 2 
(Harley-Davidson), James Bond (BMW) and Mission Impossible 2 (Ducati). 
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swamped by the systems of global capitalism and captured by the power of hegemonic 
elites” (2015: 24). 
 
Holt argues that consuming transcends direct consumption of the objects themselves 
(1995). His typology of consumer practices offers ‘play’ as a functional by-product of 
consumption. In Holt’s terms, then, the motorcycle (as ‘play’) becomes a site of socio-
cultural interaction. This resonates with experiential, predominantly gendered, and oft-
anthropomorphised cyborgian conflation (cf. Haraway, 1991) of rider and machine (see 
Clark, 2002; Klancher, 2010; Ohlsen, 2003; Thomson, 1967). Perhaps, in motorcycling as a 
genre, the various expressions of ‘play’ are the affiliations displayed by the motorcyclists 
inhabiting British motorcycling. Developing this further, it is also possible to conceive that 
there are typologically-identifiable forms of engagement and motivations, such as posited 
by Robert Stebbins for those of volunteering as leisure (see Stebbins, 2007). 
 
Group affiliation, social norms, machine orientation, commodification and riding style all 
implicitly link men’s motorcycling identities with stereotypically masculine traits such as 
competitiveness and aggression (eg Barker and Human, 2009; Chandra and Atreya, 2011; 
Haigh and Crowther, 2005; McDonald-Walker, 2007; Quinn and Forsyth, 2009; Schembri, 
2009; Thompson, 2009). Motorcycling is consistently associated with heteronormative 
masculinity and we know that some segments of current motorcycling masculinity have 
their roots in idealised deviance, rebellion, violence and misogyny (Thompson, 2009). Yet, 
in the UK, as in other developed nations, motorcycling’s increasing popularity as socially 
acceptable leisure among the more financially stable and articulate social sectors has 
robbed some of this historic stigma of its attraction (McDonald-Walker, 2007).  
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4.4.2  Motorcyclists and story-telling – narrating the self 
“...the crash made me feel like Icarus... You can’t decide ahead of time 
that your freedom to ride is worth more than, say, your whole arm... the 
comparisons is too hypothetical, too abstract. The risk of loss exists 
outside your body. Crashing brings it in.”  
Death and The Motorcycle, Ohlsen, (2003:127) 
 
Motorcyclists have always been inveterate story-tellers. Yet men described by Steve 
Robertson (2003), showed marked dissonance when asked to give an account of what 
health meant to them, exposing tensions between their othering of ‘men’ as uncaring 
about health and their internalised sense of responsibility for maintaining it nonetheless. 
My research with male motorcyclists aims to engage the iterative processes of narrative 
generation to explore the familiar subjects of motorcycling and the less familiar of health 
and well-being.  
 
Story-telling has a long, cross-cultural history of bringing ‘selves’ to life. It also serves to 
constitute community membership, cementing both identity and identification. Indeed, 
friends’ responses to conversational story-telling may be essential to the teller’s self-
verification process (Pasupathi and Rich, 2005). Both oral and written story-telling have 
physical and mental health benefits (Pennebaker and Seagal, 1999). Less is known about 
“how narrative identity actually develops” than its effects, yet, developing a coherent 
narrative identity promotes both adjustment and positive psychological functioning 
(McLean and Pasupathi, 2011: 135,136; their own italics). Also, “Narrative… interfaces self 
and society” giving tellers an opportunity “to impose order on otherwise disconnected 
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events, and to create continuity between past, present, and imagined worlds” (Ochs and 
Capps, 1996: 19). The blending of tensions between lay perspectives, official accounts and 
the validity of story-telling harmonises with Antonovsky’s sense of coherence and the 
elusive, but equally intuitive concept of well-being.  
 
 
4.5  Summarising comments: Motorcycling enclaves as communities 
An experience of community is vital to both health and wellbeing: positive health goes 
together with a personally and socially meaningful, rich and active life, in community with 
others (Heikkinen, 2000). But, a life constricted by social isolation and loneliness results in 
increased susceptibility to poor health and impaired wellbeing (Stansfield, 2006). Because 
“[h]ealth is a state of wholeness, equilibrium, balance... harmony – in brief, organic unity” 
(Danesh, 2008:820), vehicles like leisure and outdoor pursuits, both of which usher in “a 
degree of balance to spirit, mind, and body” (Walmsley and Jenkins, 2003: 279) and group 
memberships can be important to men’s subjective well-being.  
 
Motorcyclists are often portrayed as rebels and loners, yet they are social beings who 
forge long-lasting friendships in community with one another. These friendships may be 
fixed or transient, but each holds equal value and esteem. Social networks are linked to 
leisure occupations through the notion of subculture. Motorcycling enclaves offer men a 
place of shared interests and practice. They confirm self-concept, promote identification 
and lead to experiential authenticity. Leisure is a known site of identity construction and 
an environment distinguished by dominance, where power and subordination are both at 
play (Mansfield and Chatziefstathiou, 2010). Identity is also constitutive in consumption, 
because, “people use products to enact one or more of their social identities” (Green, 
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2001:5). Motorcycling enclaves are performative identity-formation sounding boards in 
which consumption is central. They may be usefully operationalised by the Portuguese 
concept ‘convívio’, a masculine noun meaning acquaintanceship, friendship, relationship, 
familiarity; ‘viver em comum’, or ‘life in common’ (Harland, 1987). Such enclaves give men 
a male-dominated milieux with a wide variety of social support functions (eg Page, 2001; 
Thompson, 2009). They also facilitate the forming and re-forming of masculinities and the 
acquisition and practice of often highly health-relevant consumption. 
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Chapter Five: Concluding summary and research questions 
According to Raewyn Connell, “Masculinities are not equivalent to men; they concern the 
position of men in the gender order” (Connell’s italics).107 Four main challenges specific to 
men’s health researchers have emerged as part of this literature review:  
• The need to better understand interplays between men’s subjective well-being 
and their health-relevant social behaviour. 
• The need for insight into how men’s male identities are related to their subjective 
well-being and social praxis/motivations.108  
• The need to understand how the protective functions of being a man may be used 
to create effective public health messages. 
• The need to engage those men that already rationalise voluntary risk-taking as a 
form of mainstream leisure more effectively, with health promotion. 
 
Traditional masculine ideologies underpin familiar expressions of masculinity among 
some groups of men, including eg, adopting a ‘stiff upper lip’ in the face of adversity, and 
being reluctant to seek help. The contribution of traditional masculinities to gendered 
health inequalities are consistently documented, as is men’s entrenched resistance to 
engaging in health-relevant discussions with healthcare professionals. Moreover, lay 
men’s perceptions of ‘health’ as a women’s preserve reflect generalised views of wider 
health contexts as ‘feminised’ (eg Riska, 2008; Moore, 2010). Yet, men’s health narratives 
also display an ambivalence that relates to other underlying orientations (eg Robertson, 
2006a). Men’s gendered identities are not only physiological phenomena, but are also 
constituted socially (eg Connell, 2005). This is reflected in challenges to male-specific 
                                                     
107 See Masculinities at: http://www.raewynconnell.net/p/masculinities_20.html  
108 Praxis is defined as: conventions, habits, or customs. 
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health promotion content (eg Williams and Robertson, 2006). Some progress has been 
made by proactively situating men’s health interventions in community venues (eg Bunn 
et al, 2016; Curran et al, 2016; Martin et al, 2016). But, their variety seems limited and 
the attendance criteria and intrinsic assumptions they make about men’s leisure interests 
do not facilitate universal uptake.  
 
Behaviourists, including the 2016 UK Government’s Behavioural Insight Team, continue to 
use controversial social marketing strategies like leverage to nudge men into complying 
with the current goals of public health. However, “Behaviourists value personal freedom 
in the abstract, while in practice they limit that freedom to ensure that people behave in 
socially responsible ways” (Rosen, 2010: 91). Hence, problems arise due to men’s health 
orientation, described as by Alan White as their “deeper instinct to find their own way” 
(White, 2006). These deeper instincts also manifest in the male motorcycling population 
via compliance and resistance to non-peer-led incarnations of authority. There, men may 
resist coercion at the expense of their own health and the very social praxes that enhance 
their well-being may at times be diametrically opposed to those represented by current 
health policy issues. 
 
Nationally, motorcyclists account for 1% of all road traffic, yet for 20% of all those killed 
or seriously injured on British roads (Lancashire Constabulary, 2014). These are mostly 
motorcycle-only collisions caused by rider-errors (excess speed, inexperience and fatigue; 
ibid). British motorcycling has established social orders that esteem hegemonic masculine 
exemplars typified by aggressive use of speed, voluntary risk-taking, stoicism (emotional 
suppression and denial of pain), resistance to help-seeking and non-healthy behaviours. 
Also, motorcycling narratives frequently mythologise riding at speed, near-misses, and 
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intangibles like brotherhood and ‘the open road’ (McDonald-Walker, 2007; Ward, 2010). 
Yet, male motorcyclists are characterised by homosociality, loyalty, trust, commitment, 
brotherhood, altruism, generosity and sharing their skills.  
 
Men’s health and well-being are intrinsically linked though not synonymous. Despite 
decades of research, this dynamic relationship remains elusive as a potential health-
driver, especially for health promotion. If men’s well-documented, allegedly negative 
orientation to both health and compliance are both influenced by the enactment of so-
called traditional masculinities, perhaps they are also subject to gendered peer-effects 
and social structures in leisure contexts that valorise voluntary risk-taking. Yet, there is a 
paradox: experiencing stable, long-term male-male adult relationships is a known health 
protector in men (The Men’s Health Forum, 2006). Among male motorcyclists, strong 
homosocial relationships are well-documented and mythologised by popular media and 
in the narratives of motorcycling’s own culturally stereotyped brotherhoods. One’s self-
identification as a biker or motorcyclist contains powerful social dynamics, yet potential 
associations between those and any resulting health-relevant social praxes are unknown. 
Perhaps men’s gendered social identity/group identification share an equal importance 
with their experiences of being male, in terms of their understandings and beliefs about 
health and well-being? 
 
My conceptual framework is operationalised in the mainstream, male-dominated social 
world of British motorcycling. That choice facilitates investigation of the effects of well-
established, stereotypically masculine environments on men’s understandings of health 
and well-being.  It is therefore positioned to generate fresh insight into the complexities 
of how socially-identified men manage the contradictory sociological demands of group 
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participation in relation to (achieving, optimising, and maintaining) well-being and making 
sense of health. This research makes its contribution to knowledge in the arena of men’s 
health by seeking fresh insights gained from male motorcyclists in answer to the following 
questions:  
i. What influences male motorcyclists’ well-being and health-relevant behaviour? 
(QUANTITATIVE) 
ii. What are male motorcyclists’ understandings of health and well-being, and how 
are they expressed? (QUALITATIVE) 
iii. How do male motorcyclists’ health, well-being, maleness and social practices 
converge? (MIXED)  
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Chapter Six: Methodology 
 
6.1  Introduction and statement of purpose 
Men’s health is increasingly under the spotlight due to well-established economic and 
health burdens linked to men’s poorer prognoses on a range of serious health conditions. 
Moreover, statutory health providers are continually challenged when pitching for men’s 
engagement with effective health promotion interventions. There are well-established 
links between key men’s health outcomes109 and hegemonic masculinity. Based on this, 
the WHO included men’s health in their global health equity agenda (Baker et al, 2014).110 
This study sets out to gain a greater understanding of factors influencing men’s health by 
exploring those issues among men in the mainstream, traditionally masculine male-
dominated social context of British motorcycling. Aiming for comprehensive insight, I 
collected complementary quantitative and qualitative data on my research topics from 
one sample and used a mixed methods research design. Chapter Six describes and reflects 
on this methodology and its role in achieving the stated aims and objectives of my thesis. 
It focuses on fieldwork, undertaken between 1 July to 31 December 2012, during which 
time I collected two different types of data from currently-riding men via a free-access, 
web-based survey and semi-structured interviews. The survey data was large-scale and 
standardised, allowing me to statistically analyse interplays between men’s well-being, 
traditional masculinity ideologies, social identification and leisure praxes. Those results 
are augmented by interpretative findings from my thematic analysis of a sub-sample’s 
autobiographical accounts of the same phenomena.  
                                                     
109 For example, early death through coronary heart disease, and resistance to engaging with health 
interventions. 
110 Available online, at: http://www.who.int/bulletin/volumes/92/8/13-132795/en/  
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Morgan sees methodology as a set or system of methods, principles and rules for 
regulating a given discipline, for example, the sciences (2007). It is a “philosophical 
framework… that relates to the entire process of research” (Creswell and Plano Clark, 
2007: 4). Mixed methods are not methodology, per se, but research designs; a “plan of 
action [linking] philosophical assumptions to specific methods” eg ethnography, survey, 
experimental research (ibid, p4). “Methodologically sound” mixed methods research 
(MMR) is uniquely placed to enrich our understanding of health services, because it 
provides a “more comprehensive picture” than single-method studies (Wisdom et al, 
2012: 721). Well thought-out designs mixing datatypes draw out the strengths of both 
paradigms (Creswell et al, 2006; Creswell and Plano Clark, 2007: 99). Chapter Six identifies 
some primary considerations of MMR and reflects on its appropriateness to the subject 
and research questions (see Creswell and Plano Clark, 2007: 3). 
 
Small (2011) concludes that MMR mixes different things in different ways, so: how one 
obtains data (survey, interview); types of data collected (survey responses, interview 
transcripts); how it is analysed (descriptive or inferential statistics, open-coding, thematic 
analysis, convergence). The chapter also considers pros and cons of MMR and the MMR 
design process as a hermeneutic for the framing and content of research questions and 
means by which to address them. Good practice requires an explicitly ‘mixed methods’ 
research question, which I have done,111 to generate integrated findings and make data 
convergence, “as an integral part of the process” (Creswell and Plano Clark, 2007: 105).  
 
                                                     
111 Research question three, ‘How do male motorcyclists’ health, well-being and gendered social practices 
converge?’ 
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Most current MMR designs generate quantitative and qualitative data (Archibald et al, 
2015). My quantitative data was generated via a freely-accessible bespoke web-based 
survey publicised online via mainstream and niche motorcycle-related commercial, public 
event and social media platforms. These data were dual-function: to provide a normative 
context and to mitigate an absent national account of motorcyclists. Qualitative data was 
generated via 35 interviews with randomly-selected men from 545 survey respondents 
who self-categorised as wishing to be interviewed. I analysed the survey data in line with 
the assumptions of statistical testing using SPSS version 20. I analysed the interview data 
thematically according to Braun and Clarke’s well-documented framework (2006) and 
used a version of bespoke computer-assisted qualitative data analysis software (CAQDAS) 
called MAXQDA, benefits and limitations of which will be discussed in a later chapter.  
 
I did not exclude men aged 16/17112 but predominantly sampled men aged 18+. I did not 
recruit from an identified vulnerable population or elicit sensitive information, and men 
disclosing sensitive information during interview did so of their own volition. Therefore, 
the research ethics, practicalities of ‘consent’ and confidentiality were straightforward in 
terms of their passage through the University Ethics Committee. Producing documents for 
these was helped by having previously worked in health service settings. This chapter also 
considers participant sampling and recruitment, before a more in-depth exposition of the 
quantitative and qualitative phases. I discuss potential influences and biases introduced 
my ethnographic perspective and role as a female researcher when [recruiting, surveying, 
interviewing] male participants in male-dominated leisure context in a later chapter. 
 
                                                     
112 They could ride legally on the road. 
 174 
 
6.2  The Research Design 
6.2.1.  Why Mixed Methods? 
MMR was a pragmatic choice. Blending together quantitative and qualitative paradigms is 
known to help researchers not just study phenomena of interest, but also unpick how 
they relate to one another (Lincoln and Guba, 2000). My research interests merited using 
more than one method and include a clear, a priori rationale for data integration because 
I wanted to sample responses using validated health-relevant clinical measures and make 
an in-depth investigation of a sub-sample’s autobiographical accounts for convergence 
within and between different modalities. The UK does not have a national account linked 
to motorcyclists’ demographically, so I also something that would function as a normative 
framework in which to contextualise my findings.  
 
All research is embedded in and draws on the epistemologies113 and ontologies114 of the 
traditions and ideas of the contexts in which it arises,115 irrespective of whether they are 
specifically articulated (Crotty, 1998). Applied here, that means how participating men 
construct meaning (their epistemologies) and meaningful realities (their ontologies) in the 
sociological contexts of British motorcycling. My study seeks insight into men’s health-
relevant behaviour patterns quantitatively, via objective measures influenced by positivist 
epistemologies/ontologies.116 It also seeks insight into individual men’s lived experiences 
qualitatively via their health-relevant subjectivities, requiring me to apply interpretivist, 
                                                     
113 Ontology is the philosophical basis of one’s assumptions about how one understands the nature of 
existence or being. 
114 Epistemology is the philosophical basis of one’s assumptions about the origin, nature, methods, and 
limits of human knowledge. 
115 These may be (eg) social, temporal, cultural, historic, and/or specifically related to the area of study (eg 
health). 
116 This methodological branch has established, jointly upheld quality criteria, and seeks to test theory, look 
for causality and establish relationships between factors by taking controlled measurements (see Bryman, 
Becker and Sempik, 2008) 
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constructivist epistemologies and ontologies.117 McEvoy and Richards (2006) discussing 
Critical Realism’s role in mixed methods research, summarise these distinctions in tabular 
format, which I reproduce below (Table 4).  
 
Table 4. Traditional distinctions associated with quantitative and qualitative methods 
(from McEvoy and Richards, 2006: 68). 
 Quantitative methods Qualitative methods 
Ontology Tangible reality Intangible reality 
Epistemology Regularities established via 
empirical research and 
deductive/inductive 
reasoning 
Knowledge constructed via 
social 
interaction/hermeneutic 
understanding 
Methodology Hypothesis testing In-depth fieldwork 
Data analysis Verification/falsification Interpretation of meaning 
 
 
MMR designs contain intrinsic pragmatic functionalities to bridge these characteristically 
opposing paradigms without diluting the rigour or quality of either. The dominant issue is 
always whether “the end product is more than the sum of the individual quantitative and 
qualitative parts.” (Bryman, 2007: 8). MMR is established in the behavioural, social and 
health sciences (O’Cathain, Murphy and Nicholl, 2007a; Tashakkori and Creswell, 2007). It 
also renders “different, but complementary data on the same topic” (Morse, 1991: 122) 
so researchers can optimise the strengths of both (Morse, 2003; O’Cathain, Murphy and 
Nicholl, 2010). Moreover, we now have established triangulation procedures available118 
to guide researchers’ data convergence protocols (see O’Cathain et al, 2010). Rigor is vital 
                                                     
117 This methodological branch has fewer ‘hard’ quality criteria, and seeks to tease out the nuances of 
peoples’ subjectivities and sense-making to explain, construct theory and glean a richer understanding as to 
‘why’ and ‘how’ (see Bryman, Becker and Sempik, 2008) 
118 Triangulation is, “a process of studying a problem using different methods to gain a more complete 
picture” (O’Cathain, Murphy and Nicholl, 2010: 1147). 
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to all research: methodological designs influence choices on methods and interpretations 
when seeking meaningful conclusions from one’s results (Creswell and Plano Clark 2007; 
Woolley, 2009).  
 
Johnson, Burke et al (2007) chiefly locate mixed methods approaches in the philosophy of 
pragmatism, which aims to respect fully the wisdom of both qualitative and quantitative 
traditions “while also seeking a workable middle solution” (2007: 113). Pragmatism allows 
researchers to “interrogate a particular question, theory, or phenomenon with the most 
appropriate research method” (Feilzer, 2010: 13). Johnson et al conceptualised the range 
of research paradigms along a linear continuum, from pure quantitative, through mixed 
methods, to pure qualitative, including subtypes. They did this to illustrate impacts from 
researchers’ emphases on one aspect or another (Johnson et al, 2007; see Figure 8). 
 
 
Figure 8. Johnson et al’s Graphic of the Three Major Research Paradigms, Including 
Subtypes of Mixed Methods Research (2007: 124). 
 
How to weight any specific element is important: diligent mixed methods researchers 
purposefully evaluate methodological decisions on the timing, weighting and mixing of 
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data (Creswell and Plano Clark, 2007). Yet, when reviewed, many published studies fail to 
meet these and other quality criteria.119 MMR is often effortful and time-consuming 
(Bryman, 2007). It can provide more nuanced understandings but increasing context and 
providing alternative perspectives on the same problem or topic also complicates one’s 
analytic process (Shannon-Baker, 2015). Pragmatic research designers are free agents, 
methodologically, according to explicit/justifiable rationales but MMR tends towards 
practice-focused pluralism with multiple data collection methods applied to problems 
being studied (Creswell and Plano Clark, 2007). It transcends “what works” practicalities, 
making methodology the link between epistemological abstractions and “the mechanical 
level of actual methods” (Morgan, 2007: 68,69):  
Epistemology  Methodology  Methods 
 
However, some disagree that multiple methods can fit comfortably with each paradigm 
type (Creswell, 2009: 102,103) and the assumed, philosophical motivations of purists in 
arguing their case have led to the framing of an “incompatibility thesis” (Creamer, 2018: 
43). At the heart of this critique is “epistemological relativism” (Cameron, 2011: 97). 
Methodological interaction processes at work within integrated designs are not entirely 
resolved (Flick, 2007), but pragmatism is currently their dominant philosophy (Johnson et 
al, 2007). I approach MMR pragmatically, informed by theory and considered carefully my 
weighting of different elements of fieldwork, analyses and data integration. By detailing 
my rationale for key methodological choices regarding fieldwork, I hope to demonstrate 
rigour, and address arguments that mixed methods are inconsistent (eg Bryman, 2006; 
O’Cathain et al, 2007b; O’Cathain et al, 2013; Tashakkori and Creswell, 2007). 
                                                     
119 For examples of such evaluations, see Bryman, 2007; Bryman, Becker and Sempik, 2008; Hall, 2012; 
Lewin, Glenton and Oxman, 2009; O’Cathain, Murphy and Nicholl, 2007b; O’Cathain, Murphy and Nicholl, 
2008; O’Cathain et al, 2010; Symonds and Gorard, 2008. 
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6.2.5  Data Convergence 
Designing any research involves a perplexing array of terminologies and elements,120 
which researchers tend to treat as one entity, often “without distinction” (Crotty, 1998:3). 
Rigor in MMR is linked paradigmatically to both quantitative and qualitative elements. It 
must be re-demonstrated when assessing data convergence (Creswell and Plano Clark, 
2007). MMR’s rigor is strengthened by effective data convergence (Bryman, 2007: 8). If 
MMR researchers fail to integrate their data effectively, the knowledge yield only equates 
to “a qualitative study and a quantitative study undertaken independently” (O’Cathain et 
al, 2010: 1147). Research conclusions may be weakened or even invalidated if one’s data 
integration is not meaningful (Bazeley, 2012). Triangulation fuses, “methodologies in the 
study of the same phenomenon” (Denzin, 1978: 291). Although Denzin later referred to 
triangulation disparagingly, he allows it as a well-thought-out integration method that is 
crucial to robust explorations of experienced reality (Denzin, 2010). 
 
 
6.2.6  Agency and Method 
Anthony Giddens’ interrelated concepts, agency and structure were important in my 
choice of second (ie qualitative) method. Agency describes my male participants’ capacity 
to make their own free choices whereas structure describes the contextually influencing 
factors, such as the matter of their gender, ethnicity, social class, or religion that shape 
and/or demarcate their actions. My research engaged 1752 male motorcyclists at the 
                                                     
120 Such as: epistemologies, theoretical perspectives, methodologies and methods. 
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confluence of health, identity and leisure. There, they participated as reflexive social 
actors situated in fluid contexts, which they influence and are influenced by during their 
lived experience. My second (qualitative) paradigm acknowledged these latter elements 
overtly during my narrative enquiry about matters the men had previously broached only 
via my survey (ie quantitively). 
 
Positivist (‘hard’) methodologies are traditionally accorded primacy, often due to claims 
of rigour, replicability, and relatedness to the economies of science. They seek objectively 
measured, explanatory patterns and causal relations to generalise to larger populations. 
This is an established and well-documented preference within most research disciplines. 
Conversely, interpretivist methodologies like ethnography/pragmatism rationalise that 
“the only way to understand reality is as a social construction, articulated as the result of 
human sense-making.” This makes it “interpretive in nature” (Peters et al, 2013: 338).  
 
Thus, those methodologies explore and aim to understand how social agents construe 
meaning from experiences and social worlds. These ‘softer’ subjective aspects lead many 
researchers towards systematisation and transparency of process to ensure their findings’ 
credibility. Some purists claim this blurs the qualitative paradigm with quantitative logic 
(see Brewer, 2000; Bryman, 2006), yet both paradigms embody clearly-defined and well-
established strengths. And, using complementary methods to probe a dataset “to test its 
meaning” is well-established (Sechrest and Sidani, 1995: 85). Accepting the insufficiency 
of one data form alone to address many research questions, mixed methods designs build 
on each paradigm’s strengths by conflating them (Creswell and Plano Clark, 2007). And, 
MMR often uses qualitative findings to enhance the quantitative, extending the value of 
one’s quantitative findings (Creswell et al, 2006). 
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6.2.7  The Triangulation Design, Convergence Model 
At least 40 different, identifiable mixed methods research types exist (Tashakkori and 
Teddlie, 2003b), which can be refined to 12 main categories with four major design-types: 
Triangulation, Embedded, Explanatory and Exploratory (Creswell and Plano Clark, 2007). I 
used the Triangulation Design, Convergence Model described by Creswell and Plano Clark 
(2007: 63-65). See Figure 9.  
 
(a) Triangulation Design 
 
(b) Triangulation Design: Convergence Model 
 
Figure 9. The Triangulation Design: Convergence Model (from: Figure 4.1 The 
Triangulation Design; Creswell and Plano Clark, 2007: 63). 
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Triangulation enhances research validity “when multiple methods, sources, theories, 
and/or investigators are employed.” (Farmer et al, 2006: 377). Triangulation has two 
potential meanings: it may describe corroboration between two sets of findings, or it may 
describe a problem studied “using different methods to gain a more complete picture” 
(O’Cathain et al, 2010: 341). Here, triangulation described the latter, as I have used it to 
capture an “holistic and contextual portrayal” (Jick, 1979: 603).  
 
Triangulation designs facilitate dual-perspective (quantitative-qualitative) approaches to 
research questions, based on data convergence and integrated results. Thus, I collected 
separate quantitative and qualitative data, analysing each discretely, and then assessed 
convergence. Integration began with my research questions. As stipulated by Creswell 
and Plano Clark, these included a specific ‘mixed methods’ question121 designed to aid 
data convergence and generate integrated findings (Creswell and Plano Clark, 2007). That 
question explicitly asks how, why and in what ways the quantitative and qualitative data 
sets converged. Integration also influenced my survey design process, which I executed 
with help from a small, purposive sample of men. Pure triangulation design, convergence 
models use concurrent data collection: I did not. Men undertaking qualitative interviews 
self-selected via the online survey platform during a discrete four-week period. Hence, my 
concurrent data collection was not isolated from my sampling procedure (see rationale, 
justification and selection process, below). Moreover, my survey included six embedded 
open questions (Figure 10). One was narrative, the others adjunctive to closed questions, 
eg “Do you belong to a club?” (“Which club?”). The narrative question was presented to 
survey-completers only and invited optional feedback on motorcycling and the survey. 
                                                     
121 Research Question Three: ‘How do male motorcyclists’ health, well-being maleness and social practices 
converge?’ 
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Figure 10. Flowchart of how my data collection was distributed. 
 
Completed by currently-riding male motorcyclists, the survey collected standardised, 
quantitative demographic, health, well-being, and bike-related data, which allowed me to 
statistically analyse relationships between respondents’ eg age, marital, work status, and 
social and leisure practices. Once my qualitative cohort was identified (see above) I began 
semi-structured interviewing to gather the complementary qualitative data on men’s 
experiences of health, well-being and other health-relevant issues. Ergo: those qualitative 
data were collected using a complementary method of enquiry (Sechrest and Sidani, 
1995). One may only assess data convergence after the discrete primary analyses of each 
datatype, as it is “a flexible, iterative process” where ideas and evidence enter continuous 
dialogue (Woolley, 2009). My three research questions, formulated during the literature 
review and research design process, were:  
i. What influences male motorcyclists’ well-being and health-relevant behaviour? 
(QUANTITATIVE) 
ii. What are male motorcyclists’ understandings of health and well-being, and how 
are they expressed? (QUALITATIVE) 
iii. How do male motorcyclists’ health, well-being and gendered social practices 
converge? (MIXED) 
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My research with men (a hard-to-reach health group) contributes to current knowledge 
through its insights into relations between behavioural aspects of men’s health-relevant 
social and leisure praxes. It also contributes via novel insights into men’s perceptions of 
and responses to health promotion messages. Question one was chiefly quantitative, two 
was chiefly qualitative and three a mixed question, but they are all compatible with mixed 
methods designs, hence data convergence. Figure 11 elucidates the overarching research 
context, showing how my sample’s demographics and norms can be explored statistically 
alongside individual participants’ subjectivities relating to similar or related phenomena. 
 
Figure 11. Using mixed methods to examine men’s health from the male motorcyclists’ 
perspective. 
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6.2.8  Why use a survey to collect my quantitative data? 
Questionnaires are distinguished by their characteristic ability to be completed “without 
any direct interaction with the researcher, either in person or remotely” (Rowley, 2014: 
308). They are well-established mechanisms for sample profiling, and complementary to 
the tendency of health inequalities/associated risk factors to be examined quantitatively. 
Hence, these two characteristics influenced me choosing surveys as my quantitative tool. 
Moreover, the standardised data derived from a tightly- and consistently-administered 
survey would provide not only the material with which to calculate relationships between 
my specific research interests, but also a normative context for my qualitative findings. 
My first research question122 required validated measures of well-being, health-related 
lifestyle choices, perceived male roles and social identification, and it justified collecting 
large-scale quantitative data, despite documented intellectual resistance to quantitative 
methods in British sociology (Platt, 2012). I chose to deliver my survey via the Internet as 
it offered access to a geographically and socially diverse sample. That choice enlarged the 
distribution potential and response rate considerably. By designing it on survey software 
and delivering it online,123 I ensured that all surveys were delivered to each respondent 
uniformly and that the visual platform reassured them they could withdraw at any time, 
without face-to-face contact. Designing the survey on Qualtrics also let me incorporate 
colourful, motorcycle-relevant images and other items. Men completing the survey within 
four weeks of release were asked whether they were interested in being interviewed. By 
selecting ‘Yes’ it recorded those men’s contact details, which I later used as my pool from 
which to randomly-select men for the interview phase. A total of 545 men selected ‘Yes’ 
                                                     
122 Research Question One: ‘What influences male motorcyclists’ well-being and health-relevant 
behaviour?” 
123 The Qualtrics survey software package. 
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in that period, after which I removed the question from view. The interview question was 
deliberately located at the survey’s end, ensuring that all men recruited for my qualitative 
phase appeared in the final quantitative dataset. 
 
 
6.2.9  Why use semi-structured interviews to collect my qualitative data? 
“The qualitative research interview is a construction site of knowledge… 
literally an inter view, an inter change of views between two persons 
conversing about a theme of mutual interest…”  
(Steiner Kvale, 1996: 2) 
Qualitative research evidence is increasingly subject to both political and ethical scrutiny 
(Denzin, 2009; Flick, 2004). Depending on its questions, it makes a strong contribution to 
evidence-based health care practice (Gilgun, 2006). Interviewing is established for gaining 
insight into people’s sense-making, with semi-structured approaches the most commonly 
used. One cannot distil the personal skills and respect of an excellent research interview 
to “methodological rules.” (Kvale and Brinkman, 2008: 84). As a “craft” that acknowledges 
the interviewer’s personhood yet does not distract from technique and knowledge, the 
interview’s chief research instrument is the researcher, whose “competence and 
craftsmanship… are essential for the quality of the knowledge produced” (ibid. p84).  
 
Semi-structured interviews are inherently flexible, facilitating adaptation of topic-based 
questions and presentation order to each interviewee, thus allowing participants’ own 
theories on matters of interest to emerge (Miles and Huberman, 1994). Semi-structured 
interviews accommodate sub-questions and prompts, so topics may be probed in greater 
depth. This is advantageous when exploring matters that interviewees “find interesting 
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and relevant to their life and work” (Rowley, 2012: 266). Narrative is contextualised as a 
strategically-selected interpretive site and legitimised by adopting systematic forms of 
analysis (Denzin, 1997). My sample’s accounts functioned interpretively, constituting, 
“the intersection of texts (stories) and interacting individuals” (ibid, p247; parentheses 
Denzin’s). Ethnography is inherently messy (ibid). Also, by rejecting a “sharp analytical 
distinction between ‘Self’ and ‘Other’” narrative ethnographies inadvertently blur the 
boundaries between the personal and research (Hampshire et al, 2014: 215). Yet, as Kvale 
(1996) posits, mutuality between researchers and researched is crucial to my qualitative 
phase. Semi-structured research interviewing is a collective meaning-making process in 
which all parties “make use of interactive resources” such as their natural dispositions 
and self-expression to construct a jointly-negotiated and verified end-product (Grindsted, 
2005: 1015). Grinsted suggests that this confers a form of joint accountability on semi-
structured interviewing. If so, that may mitigate potential ethnographic bias in connection 
with my own motorcycling.  
 
 
6.3  Ethical Considerations 
Demonstrating sound ethical bases for research is principal and is often a proxy measure 
of quality. Handling participants’ sensitive information, transparency of research purpose 
and the reciprocity of its processes relate to both quantitative and qualitative research 
(Creswell and Plano Clark, 2007: 116). Dominant perspectives and theories, including the 
researcher’s own, may influence analysis and interpretation (Miles and Huberman, 1994). 
Irrespective of the paradigmic mores, Tracy saw ethics constituting “a universal end goal 
of qualitative quality itself” and demonstrated by considering, “[p]rocedural ethics (such 
as human subjects); Situational and culturally specific ethics; Relational ethics; and Exiting 
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ethics (leaving the scene and sharing the research)” (Tracy, 2010: 840). But, “evidence is 
never morally or ethically neutral” (Denzin, 2009: 142). 
 
Adult male motorcyclists are not generally considered a vulnerable population and I did 
not explicitly seek sensitive information, so ethical considerations were less complex than 
if researching, say, NHS patients. Procedurally prior to fieldwork, my University’s Research 
Ethics Committee assessed my proposed ethical framework, including my Statement of 
Purpose, elicitation of consent, ensuring of confidentiality and handling of data in accord 
with the Data Protection Act, 1998 (now enhanced via the EU’s General Data Protection 
Regulation). Given my research sample/aims, the Committee also assessed compliance 
with Research Ethics Guidelines. See Appendix 3: Statement of Purpose, Confidentiality 
and Informed Consent.  
 
In contrast with procedural ethics (above), situational ethics “emerge from a reasoned 
consideration of a context’s specific circumstances” (Tracy, 2010: 847). Joseph Fletcher 
(1905-1991), an Episcopal theologian, conceptualised situational ethics in the 1960s. He 
advocated paring down moral principles to their most basic level (‘love’), so people had 
the freedom, flexibility and responsibility required for them to glean their own meanings 
in each set of circumstances.124 Situational ethics (“ethics in practice”, Ellis, 2007: 4) 
assume that the researcher’s ethical decision-making operates dynamically and demands 
ongoing reflexive analyses around whether the means justify the end (Tracy, 2010).   
 
                                                     
124 Jesus said, “…love thy neighbour as thyself”. This is agape (or ‘noble’) love. It is the only absolute: always 
good and right. Fletcher advocated agape love as self-giving, with the power to override all other laws. For 
Fletcher, this agape love must be considered in all decision-making and in judging whether a moral decision 
is correct (ie if it is the most loving thing to do). 
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My survey included a statement of intent, confidentiality and information-sharing items, 
and opt-out clauses. The semi-structured interview phase revisited these issues face-to-
face, with signed permissions. At second administration, this content was uniform for all 
interviewees although the delivery method varied according to individual context. Every 
interview spawned ‘on-the-hoof’ reflexivities requiring me, as researcher, to process “the 
unpredictable, often subtle, yet ethically important moments that come up in the field” 
(Ellis, 2007: 4). These included: personally-sensitive health disclosures and querying the 
validity of gender. Ethics and rigour are enmeshed in research via our reflexivity, how we 
ask questions, process responses, and involve “the acknowledgement and location of the 
researcher in the research process” (Davies and Dodd, 2002: 281). Ethnographic research 
poses specific challenges: I am both researcher and a participant in British motorcycling. I 
was constantly aware that culturally-blurred ethical boundaries required vigilance while 
framing my questions and during the two-and-fro of narrative. Relational ethics is heart-
motivated and has, at its centre, the question, “What should I do now?” (Ellis, 2007: 4). In, 
say, clinical decision-making contexts relational ethics ask “What is the right thing to do?” 
(Pollard, 2015: 362). Relationally ethical researchers both value and acknowledge mutual 
respect, dignity, and connectedness between researcher and researched (Lincoln, 1995). 
As an ethnographer my research was consummately relational, and I asked myself similar 
questions while interviewing, as men made spontaneous unsolicited intimate disclosures.  
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6.4  Research Participants 
6.4.1 Sampling in Mixed Methods Research 
Their sampling frameworks distinguish MMR studies from traditional quantitative and 
qualitative approaches (Creswell and Plano Clark, 2007; Teddlie and Yu, 2007). Sampling 
schema in social sciences research are generally reported under two main categories: 
probabilistic (random); non-probabilistic (purposive) (Collins, Onwuegbuzie and Jiao, 
2006). However, Teddlie and Yu argue for four broad categories: probability, purposive, 
convenience and mixed methods; the first three “providing a background” for the last 
(2007: 77). The strength of one’s sampling schema informs the quality of one’s inferences 
(Onwuegbuzie and Collins, 2007) but despite the increased sampling complexity of mixed 
methods relative to mono-method work, guidance is scant (Collins et al, 2006) and only 
relatively recent (Collins, 2010). Debates over MMR approaches pivot around trade-offs 
made between sample size/content, method-related emphases (‘weighting’) and whether 
data are collected eg sequentially or concurrently.125 Teddlie and Yu propose a linear, 
paradigm-based “Purposive-Mixed-Probability Sampling Continuum” on which the various 
sampling strategies are situated (Teddlie and Yu, 2007: 84), which I use to indicate where 
my research falls (Zone C), based on the integration between methods and samples, and 
the equally-weighted datasets. See Figure 12. 
 
                                                     
125 See, for example, Creswell and Plano-Clark, 2007; Onwuegbuzie and Collins, 2007. 
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Figure 12. The “Purposive-Mixed-Probability Sampling Continuum” adapted from Teddlie 
and Yu, 2007: 85). 
 
 
6.4.2  General Sampling Ethos for This Research  
To answer mixed methods research questions, mixed methods sampling combines “well-
established qualitative and quantitative techniques in creative ways” (Teddlie and Yu, 
2007: 77). By adopting predominantly non-probability sampling and combining sequential 
and concurrent data collection, my sampling design reflects this observation.  
 
The Department of Health identifies men as ‘hard-to-reach’. Moreover, motorcyclists are 
well-established as marginalised and have been stigmatised, socially. Theoretically, then, 
recruiting male motorcycle riders to participate would be challenging but I mitigated this 
by administering the survey online. Web-based surveys reduce respondents’ burdens and 
are cost effective for researchers (Millar, O’Neill and Dillman, 2009). Computer network-
based approaches are more successful with marginalised or stigmatised populations than 
This Research is 
situated here. 
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conventional recruitment strategies (Kolar and Atchison, 2012). And, online platforms are 
relatively private and anonymous portals through which to access men’s social networks, 
and that may predispose men to engage (De Leeuw, 2010; Palys and Atchison, 2012). It 
also helped that both mainstream126 and niche127 motorcycling publications operate very 
strong online presences linked to their own/others’ online forums and social networks. 
According to Zhang (1999), the validity and appropriateness of online survey research can 
suffer potential biases from the effects of, for example: 
• Self-selection.  
• Who responds (how to screen-out unintended participants?).  
• Multiple surveys submitted by one respondent (ballot-box stuffing).  
• Poor IT access and lack of IT skills.  
Although the first two still hold, modern survey software allows one to prevent ballot-box 
stuffing and the last point may be out-dated. In 2015, 78% of Great Britain’s adults (39.3 
million) accessed the Internet daily/almost daily and Internet access was available in 86% 
of British households (22.5 million) (ONS, 2015a). Increasingly, daily life is dominated by 
technologically-mediated communication, so boundaries between one’s on/off-line social 
worlds are increasingly permeable. Online survey administration embraces that change 
(Garcia et al, 2009), but raises ethical issues of data security, confidentiality and 
protecting sensitive information. I kept all personally-sensitive paper documents securely 
and then shredded them after use and personally-sensitive digital information was saved 
and stored in password-protected formats. Reviewing Internet-based ethnographies, 
Garcia et al argued that ethnographers must develop new, context-driven skills128 if they 
                                                     
126 For example, Motorcycle News; see: http://www.motorcyclenews.com/  
127 For example, Dirtbike Rider Magazine; see: http://www.dirtbikerider.com/  
128 Such as: being able to analyse textual and visual data; how the computer-mediated communication 
environment functions and is organised; how to gain access to participants when one’s physical presence is 
absent. 
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wish to move confidently and effectively in an essentially anonymous and depersonalised 
environment (ibid). Thus, my online presence (mostly text-based), avoided interpersonal 
interaction, and used minimal visual images. One benefit of being a mature PhD research 
student is my long and varied pre-PhD career, and experience of working with clients on 
self-presentation helped me towards achieving some of Garcia et al’s desired outcomes 
related to impression management (ibid. p72,73). 
 
 
6.4.3  The Survey Sample 
Probability sampling is most widely upheld for enabling quantification of sampling error, 
which is linked to having only sampled some, but not all of one’s target population (Lohr, 
2008). It is the gold standard for quantitative research (Barrett, Ferris and Lenton, 2014; 
Lohr, 2008) and based on access to a sampling frame (list of all members) from which one 
randomly samples, having accurately calculated selection probabilities (Kakinami and 
Conner, 2010: 27). We have no national account of British motorcyclists, so probability 
sampling was not an option and my survey sample was non-probabilistic. Non-probability 
samples are especially useful with hard-to-reach populations or when populations are too 
widely dispersed for efficient cluster sampling. Both apply to motorcycling. However, non-
probability sampling is liable to recruitment biases due to its lack of explicit guidance for 
participant selection (ibid. p32). I aimed to counter that with filter- and branch-questions 
at key points in the survey’s structure (see Appendices 4: Survey contents, reader-friendly 
version and 5: Filter questions’ branch- and skip-logic).  
 
Non-probability (Creswell and Plano Clark, 2007) purposive sampling rests on researchers’ 
subjective judgements, which helps them select population subgroup/s. Researchers may 
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also adopt homogeneous sampling with members of distinctively characterised subgroups 
(ibid, p112). Purposive sampling requires researchers to establish who is best positioned 
to answer their questions or offer them the insights they seek: a purposive sample is the 
group identified (Silverman, 2013). This makes us critically evaluate the parameters of our 
research population (ibid, p148). To investigate men’s health and well-being, I recruited 
male motorcyclists as a homogenous subgroup, as they typically inhabit male-dominated, 
hierarchic social contexts associated with traditional masculinity ideologies and can offer 
novel standpoints and uniquely valid perspectives on my research topics.  
 
I released the survey on a specified date via context-specific web portals. Prior, I spent 2-3 
months designing/disseminating promotional literature (Appendix 6: Survey recruitment 
business cards) and canvassing gatekeepers in social, riding, and motorcycle-based for a 
such as Victoria Bikers Pub; Coalville, Leic;129 Box Hill Bikers; Surrey;130 mainstream and 
niche riding communities; mainstream131 and niche132 magazine titles;133 rider training 
outlets. Gatekeepers’ responses were generally positive: they were willing to run articles, 
blog posts, online posters134 directing portal users to the survey. I created ‘bikers health’ 
twitter/Facebook pages135 servicing both daily via search/follow and comment or tweets. 
And, incidentally, fire-fighting some fairly heavy trolling that appeared on the Motorcycle 
News ‘comments’ thread beneath the online survey portal on their website. Marketing 
was time-consuming and labour-intensive but effective, as demonstrated by the number 
                                                     
129 See: http://www.vicbikerspub.co.uk/  
130 See: http://www.boxhill.co.uk/  
131 For example, Motorcycle News, Backstreet Heroes, Bike Magazine, Classic Bike and Motorcycle Sport 
and Leisure UK. 
132 For example, Dirt Bike Rider, Trailbike and Enduro Magazine. 
133 For example, Motorcycle News, Backstreet Heroes, Bike Magazine, Classic Bike and Motorcycle Sport 
and Leisure UK. 
134 See Appendix 6: Survey Recruitment Business Cards.  
135 Now taken down from both sites. 
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of respondents and their range of riding affiliations. The survey’s initial filters and branch 
questions ensured I only collected data from currently-riding individuals who, ultimately, 
represented a notably diverse geographical area; this conferred heterogeneity within the 
wider homogenous target group. See Figure 13. 
 
 
Figure 13. Geographical location of survey respondents based on a viable UK postcode 
entered during survey completion.136 
 
 
                                                     
136 Map prepared by James Nelson-Smith, Senior Developer/Data Manager at Yorkshire and Humber Public 
Health Observatory using anonymised Survey postcode data. 
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6.4.4  Rationale for Excluding Female Participants 
My literature review positions men as both ‘hard to reach’ and doing less well on a range 
of serious health conditions.137 Men also experience negative consequences associated 
with traditionally (hegemonic) ‘masculine’ behaviours such as stoicism, disengagement 
from healthcare and resistance to health help-seeking, and suffer from ill-pitched health 
promotion initiatives, including current population-level public health interventions. This 
study investigates these issues, focusing exclusively on men. Data from sixty-five female 
motorcyclists completing the survey is not included. In the UK, female motorcyclists form 
a tiny minority of riders and our health profiles and gender performances are unexplored. 
These offer areas for future study and evaluation against males’. 
 
 
6.4.5  The Interview Sample – inclusion and selection criteria 
My qualitative sample was a ‘nested’ subset of my quantitative sample (see Lieberman, 
2005). In MMR, nested samples aim for “maximum analytical leverage by combining the 
statistical analysis of a large sample of cases with the in-depth qualitative investigation of 
one or more of the cases” (Evertsson, 2015: 1). Hence, qualitative data collection cannot 
occur concurrently, in its pure sense, but subsequently, because one’s units of analysis 
are selected based on prior contribution to one’s quantitative data. The sole criterion for 
selection to my purposive qualitative subgroup was a ‘YES’ to the interview question 
described above.138 The six-month window for survey completion was six months [00:00, 
                                                     
137 For example, ischaemic heart disease, liver disease, diseases of the circulatory system, accidents of all 
causes, alcohol-related deaths, and intentional self-harm; see ONS, 2012, 2014, 2015a, 2016; White 2013. 
138 “This research also includes listening to male motorcyclists’ experiences and views on health. Well-being 
and what it’s like to be a man in British motorcycle culture. If you want to be considered for the Interview 
phase, please indicate below:” 
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26 July to 00:00, 12 Dec 2012] and the interview phase item was visible between [00:00, 
26 July and 00:00, 5 Sept], then it was hidden. Raw data from that six-week period 
identified 545 men who became the pool from which 55 (an arbitrary 10%) were 
randomly-selected via Excel. This form of random selection process is widely reported 
online, eg Survey Monkey.139 
 
I emailed all fifty-four to test their continuing interest and discuss availability. Six were no 
longer interested. Eleven dropped out while arranging their interviews and two failed to 
attend them. My final qualitative dataset included recording from 35 semi-structured 
topic-led interviews, lasting from 41- to 90-minutes’ duration. The interviews took place 
between 03.10.2012 and 06.12.2012 and included two pilots. When I began transcribing, I 
found two recordings unusable; one due to excessive background noise, another due to 
recording device malfunction. Both men were informed and given an opportunity to re-
interview, but they choose to, and I deleted the spoiled mp3’s of their original interviews. 
Due consideration was paid to whether the loss of this data would substantially alter the 
potential of achieving a general profile of male motorcyclists from the reduced sample, 
and I decided it would not. I therefore proceeded with the 33 remaining for transcription. 
Between 03.10.2012 and 06.12.2012, the quantitative and qualitative fieldwork took 
place concurrently.  
 
                                                     
139 See: https://www.surveymonkey.com/blog/2012/06/08/random-sample-in-excel/ 
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Figure 14. Geographical location of Interviewees based on a viable UK postcode entered 
during survey completion.140 
 
The interview sample met purposive sampling criteria by being derived from a larger, 
purposive sample (survey), and by representing the population addressed by my research 
problem (Silverman, 2013: 203). Sometimes the challenges of representation and validity 
are intensified in MMR contexts, especially during sampling (Collins, Onwuegbuzie and 
Jiao, 2007). Although I used a randomised selection strategy for the qualitative sample, it 
                                                     
140 Map prepared by James Nelson-Smith, Senior Developer/Data Manager at Yorkshire and Humber Public 
Health Observatory using anonymised Survey postcode data. 
 198 
 
was still non-probability in nature. Potential methodological outcomes of obtaining my 
interview sample via self-selection during the online survey is considered in Chapter Nine.  
 
 
6.5  Data Collection and Analysis 
One advantage to rigorously designed mixed methods studies is their provision of more 
comprehensive pictures of, eg, health services (Wisdom et al, 2012) than either method 
alone. But the main advantage is their intrinsic capacity to confer upon each dataset, in 
relation to its counterpart, complementary or validatory status and/or power to challenge 
it (see, eg, Tashakkori and Teddlie, 1998). In MMR, data integration is ideally represented 
as flexible and iterative, with ideas and evidence in continuous dialogue, which influences 
one’s analytic framework (Woolley, 2009). Assessment of data convergence is undertaken 
and discussed in Chapter Nine.  
 
Capitalising on opportunities presented by a mixed methods design, I purposefully aimed 
for maximum coverage. Larger samples allow researchers to more precisely identify small 
effects and be surer of their findings. But, both variation and the likelihood of non-normal 
distributions are increased (Pallant, 2007). As described above, men completing my online 
survey also functioned as the source of my interview participants, whose topic-led semi-
structured interviews began concurrently six weeks post-release of the online survey. My 
topics included well-being and health, health promotion, masculinity, sociality and leisure 
praxis (see Appendix 7: Topics, questions, prompts) and my interviews were deliberately 
non-directive, adopting Socratic questioning141 to engage participants’ sense-making and 
                                                     
141 Socrates (470 to 399 BC) was a Greek philosopher, whose approach to teaching was based on the 
practice of ‘disciplined, rigorously thoughtful dialogue’. Socratic questioning is a method of eliciting 
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allowing them to articulate it fully. Hence, my datasets were related, yet contained within 
the fieldwork separately, prior to individual analysis and later integration. 
 
Primary analyses of both datasets (qualitative/quantitative) contributed equally to data 
integration processes and research conclusions, so their equitable weighting, informed by 
my research design,142 was a fundamental premise. There are well-documents challenges 
associated with achieving these twin aims and meaningful data integration.143 As a novice 
researcher, adopting a silo approach would be easier, but would have risked missing the 
nuances of dialogue between the datasets (Bazeley, 2009). I found it tempting to put off 
the effort of ensuring that each dataset’s essential characteristics were preserved. But, 
that is impossible, if this research is to achieve its stated aims and so the data integration 
procedure will be explicit and referenced.  
 
I used SPSS Version 20 to analyse the quantitative data and investigate any relationships 
between variables. In Chapter Seven, descriptive results are in section one, inferential in 
section two and additional analyses in section three. Due to the sample size (1752 men) 
my inferential analyses took place in a sizeable normative context. My qualitative data 
was analysed thematically according to systematic principles detailed by Braun and Clarke 
(2006), who, in 2017, identified TA as particularly beneficial to health and well-being 
researchers. The men’s autobiographical narratives enabled me to investigate how they 
understood health and well-being as abstract and applied concepts and allowed me to 
                                                     
thoughtful and relevant responses and engaging the parties in thinking through their own ideas, to 
articulate and then discuss them. Socratic questions elicit deeply-held beliefs, attitudes and meanings, 
which are in turn related to the disciplines of critical thinking (Paul and Elder, 2006). 
142 In this instance, a triangulation convergence model (see Figure 10 herein, taken from Creswell and Plano 
Clark, 2007: 63) 
143 See, for example, Bryman (2006), who evaluated the efficacy of existing integration methods in 
published research. 
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explore their understandings of masculinity/being male and socially-identified leisure 
participation. TA is an iterative process demanding rigorous, detailed attention to text, 
repeated exposure to participants’ interview audio files, and simultaneous teasing-out of 
thematic information related to one’s research interests. I elucidate this process fully in 
Chapter Eight. 
  
 
6.5.1  The Survey (see also Appendix 4) 
My quantitative data collection combined mixed modes for advance notification and 
survey administration. As a web-based survey, I optimised its response rates using the 
following strategies: multiple contacts, incentives, no pen-and-paper alternatives (see 
Millar et al, 2009). As it was a computerised, self-administered questionnaire (CSAQ), 
respondents answered with no interviewer physically present, allowing me to exploit 
graphical language communication (see: Christian, Dillman and Smyth, 2008; De Leeuw et 
al, 2008: 119; Manfreda and Vehovar, 2008:264-284). In addition to enhancing a CSAQ’s 
visual design, graphical language communicates vital extra information such as researcher 
affiliation, which in turn elicits further buy-in or opt-out on behalf of respondents. 
 
During surveys, regardless of whether pen-and-paper or web-based, self-administered 
forms consistently out-perform face-to-face forms when asking sensitive questions (see 
De Leeuw, 1992, 2010). But, many factors affect survey response variation, such as using 
mixed-mode approaches (Christian, Dillman and Smyth, 2008). Mixed-mode surveys are 
good when cost/error trade-offs matter,144 which means that the effectiveness of various 
                                                     
144 For example, population health, attitude surveys, public opinion surveys, commerce, marketing and 
politics. 
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mode-mixes have been compared, such as: telephone versus web (Christian et al, 2008); 
and telephone versus web and mail (De Leeuw, 2005). Advantages of mixed mode surveys 
include their potential to reduce coverage bias and non-response error (De Leeuw, 2005). 
Coverage bias may weaken inferences made from web survey data (see Couper, 2000; 
Kakinami and Conner, 2010; Sills and Song, 2002), so I had to consider my respondents’ 
access to, and familiarity with IT. We have no accounts of UK male motorcyclists’ Internet 
access footprint, ease with web-based surveys and computer-mediated communication. 
But, as an indication, ONS states that 78% of adults (39.3 million) in Great Britain use the 
internet daily and 86% of British households have Internet access (ONS, 2015a). To clarify 
the sampling frame,145 raise the survey’s potential response rate and enhance credibility 
and trust, my survey’s contact phase adopted a mixed-mode approach. This also guarded 
against coverage bias and non-response errors (De Leeuw, 2005: 238). Advance notice of 
my survey was published online via multiple online gatekeepers,146 and I augmented this 
by personal approaches using a scripted invitation.147 My data collection was uni-mode, 
because all surveys were self-administered and web-based, ensuring all information was 
conveyed to the sample consistently, throughout. The main functions of this were to: 
1. Control for response variation (Christian et al, 2008; Dillman and Christian, 2005). 
2. Facilitate free, honest responses to more sensitive items (De Leeuw, 1992, 
2010).148  
                                                     
145 Currently-riding male motorcyclists. 
146 For example, MCN online and Back Street Heroes published short invitations with the survey hyperlink; 
the Institute for Advanced Motorcyclists did not. IAM sent the invitation and hyperlink to their members via 
email. The Vic Bikers’ Pub stuck a poster up in the bar, with the URL written down. The Bikers Health pages 
on Facebook and Twitter simply gave the hyperlink. 
147 Thus, I had adopted a multi-modal approach to its promotion. 
148 For example, the FAST alcohol screening tool. 
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3. Exploit evidence that, “[i]nternet surveys appear to give rise to less social 
desirability149 than interviews” (De Leeuw, 2010: 3).  
 
Both theoretical and pragmatic considerations impinge on ideal useable survey numbers 
for analysis and a 25% (100) response rate from an ‘optimum’ sample of 400 is sufficient, 
contingent on their representativeness. But, a pragmatic standpoint allows for time and 
resource considerations (Rowley, 2014). This is relevant: I took a pragmatic standpoint on 
sampling, as over 1.3 million motorcycles were registered with the UK Driver and Vehicle 
Licencing Agency in 2012. I had undertaken a sustained marketing campaign and travelled 
hopefully. 
 
 
6.5.2  My Survey’s Design and Content  
“Questionnaires reflect the designer’s view of the world, no matter how 
objective a researcher tries to be […] Furthermore, what we choose not 
to ask about may just as easily reflect our world view as what we include 
in the questionnaire.” 
(Gray, 2009: 339; cited by Jenny Rowley, 2014) 
 
Surveys offer systematic, standardised ways to obtain data assessing “‘naturally occurring 
phenomena’” (Midanik and Drescher-Burke, 2010:97). Surveys are predominantly either 
the “descriptive enumerative census-type” or the “analytic relational type” (Oppenheim, 
1992: 12). My descriptive survey took a snap-shot of the research sample’s [attributes, 
                                                     
149 A form of bias. 
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characteristics, attitudes], looked at prevalence (proportionate responses between those 
attributes, characteristics, attitudes) and enabled me to statistically analyse relationships. 
My survey was a once-only cross-sectional descriptive snap-shot of a geographically and 
socially diverse population (probably otherwise inaccessible due to time and resource 
constraints). The Qualtrics survey software has major benefits. These are readily available 
data in spreadsheet format, greatly-reduced raw data error because respondents’ data-
entry is direct, and a secure repository. Nonetheless, on downloading my raw data I found 
that I had to remove small fragments of coding logic from some cells before analysis.150 
Although time-consuming, this did not threaten data-integrity and ensured my immersion 
in the dataset (primary analyses of which appears in Chapter Seven).   
 
Survey design requires one to distil one’s research interests into effective, unambiguous 
items. Respondents must first understand your context, your questions and the response 
styles available to them, relative to their own internal and behavioural landscapes (eg Do 
you agree/disagree? When did you last do…?). Scalar or multiple-choice questions require 
respondents to evaluate their ‘best fit’ to alternatives provided. All/any of these aspects 
are subject to the influences of social desirability and self-presentation. I first defined the 
constructs of interest, then selected measure/s I believed best represented them, given 
the target population. I also involved members of that population in the design process 
and used best practice guidance.151 I also used both bespoke and established items. Items 
which collected demographic and motorcycling data were self-designed. Items which 
                                                     
150 For example, “-<span style="font-size: 19px" >Secretive</span>” 
151 I used SurveyMonkey’s Smart Survey Design, 2011, but other examples of more recent, freely-available 
guidelines include Vannette (2014): 
https://iriss.stanford.edu/sites/default/files/questionnaire_design_1.pdf and one from the British General 
Medical Council (2016): http://www.gmc-
uk.org/Briefing_note_1_Annex_A__Best_practice_guidelines__2016_pdf.pdf_62695073.pdf  
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collected health-relevant attitudes and behavioural data were pre-validated measures to 
lessen potential ambiguity or misconstrual of the abstract constructs of interest (Fowler 
and Cosenza, 2008). Designing my own items may have introduced social desirability bias, 
contextual influences and increased misconstrual risks but I used colleagues, non-experts 
and a few male motorcyclists’ feedback and if items were not readily understood or led to 
unanticipated outcomes, they were reviewed and clarified (cf. Burgess, 2001). I piloted 
the survey online with five motorcycling friends and 20 unknown motorcyclists to test its 
content, readability, ease of completion, and general look and feel (see survey creation 
overviews: De Leuuw et al, 2008; Oppenheim, 1992, Rowley, 2014). Feedback I got helped 
me to refine its look and feel, clarify the flow of its content,152 enlarge the font size and 
add some missing response options. Informed by published survey design theory, after 
piloting I reordered/grouped questions into related themes153 to enhance response rates 
and reduce item-ordering effects. 
 
First impressions generally determine whether respondents proceed (Smyth et al, 2004) 
and conventional wisdom says that early survey questions should be easy and pleasant 
(Vanette, 2014: 111). My survey opened by introducing its purpose and me, as researcher 
and life-long motorcycle rider, inviting people to take part. Simple demographic items led 
to grouped motorcycle-specific questions testing ‘serious leisure’ (Stebbins, 2006), then 
more personal health (well-being, alcohol, smoking), social (masculinity ideologies, social 
identification, relationships, self-categorisation) and finally, self-categorisation items. The 
survey concluded with a Prize Draw incentive. I used both forced-choice154 and optional 
                                                     
152 I responded by introducing two-stage answers starting with a ‘Yes/No’ filter (Fowler and Cosenza, 2008) 
to the alcohol and smoking items, and by using introducing ‘slider bars’ and drop-down menu lists, instead 
of a table (Dillman, 2008). 
153 For example: demographics, leisure practices, scales. 
154 The question must be answered before the respondent can proceed. 
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response to make it more stimulating, and branch questions155 to maintain interest (for 
the branch and skip logic, see Appendix 5). I also used ‘save-and-return-to’ so that 
partially-completed surveys were available for 7 days before closing automatically. Rather 
than distributing it to an a priori sample, my choice of free online access increased my 
response rate sufficiently to use completed surveys only. Chapter Seven covers drop-out 
patterns, the rationale for the previously-validated items and the bespoke items’ content. 
 
 
6.5.3  Alcohol and smoking 
Web-based, appropriately valid, reliable alcohol screens produce response databases that 
can be used for analysis (Hester and Miller, 2006). They also give cost effective, consistent 
and minimally biased measures. After 20 years’ working with male-dominated substance 
misuse treatment populations and over forty in motorcycling, it felt important to test any 
sample’s alcohol consumption, so I included a short, valid and effective screening test: the 
FAST Alcohol Screening Test (FAST; Hodgson et al, 2002). Testing for a maximum 
cigarette-consumption threshold value above which serious health consequences occur, 
Bjartveit and Tverdal analysed large-scale Norwegian cardiovascular screening data from 
23,521 men/19,201 women, aged 35-49 years.156 They found strong longitudinal evidence 
that smoking even 1-4 cigarettes daily was deleterious to health and linked to significantly 
greater risk of dying from ischaemic heart disease, and from causes (Bjartveit and Tverdal, 
2005: 315). On those grounds, I simply asked: Do you smoke? (if ‘Yes’, how many) without 
specifying cigarette-type. 
                                                     
155 These diverted respondents to the next relevant question, based on their answer of the present one. For 
example, respondents answering ‘Do you smoke?’ with ‘No’ did not see the second half of the question, 
asking them to select whether, in a typical day, they smoked 1-4, 5-9, etc. 
156 They also applied a range of relevant lifestyle and health exclusion filters. 
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6.6  The Interview, Topics and Method of Analysis 
“In the end, we become the autobiographical narratives by which we 
‘tell about’ our lives…”      
(Bruner, 2004: 694) 
 
Autobiographical narrative describes lived experience wherein the narrator (subject) and 
the narrative’s central figure are one in the symbiotic, imitative relations between “life 
so-called” and narrative content; this poses a dilemma (Bruner, 2004:692). Interviews are 
not impartial, achromatic descriptive vehicles: they constitute, shape and are shaped-by 
socially-mediated contexts (Lindorf, 1995). They are performative and represent subjects’ 
embodied life worlds (Austin, 1962; Butler, 1993). Subjects interpret and actively construe 
their life worlds thruogh social interactions using narratives, texts and fictional accounts 
(Denzin, 2001). Interpretivists perceive every human situation as nascent and unique, and 
populated by frequently contradictory meanings and interpretations. Hence, the stuff of 
interpretivist perspectives is “biographical experience... carved out of the lives of ordinary 
men and women” (ibid p58). Interpretivist methodologies value individuals’ sense-making 
without treating their meanings as inferior to theoretical accounts (Oakley, 1981). The 
narrative’s reflexive phenomenology places individuals in the sociocultural flows of their 
lives (Schutz, 1970). 
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6.6.1  Choosing a semi-structured approach 
Interview methods form a linear continuum from unstructured to highly structured, the 
latter comprising predominantly closed questions (Rowley, 2014). Used in qualitative 
research, interviews gather ““facts” or gain insights into or understanding of opinions, 
attitudes, experiences, processes, behaviours or predictions” (Rowley, 2012: 261.). They 
are resource-hungry but that and small sample sizes are counteracted by their richness 
and granularity. My interview topics were not overtly sensitive, but still necessitated that 
the needs of men interviewed to speak freely were accommodated (cf. Chan, Teram and 
Shaw, 2015). They had already invested time completing the survey and the follow-up 
and were clearly motivated but that did not guarantee that would extend to the full semi-
structured interview. My approach was pragmatic, smoothing-out burdens on researcher 
and participants, yet it contained the narratives within topic-guided boundaries. 
 
Narrative is one of Social Sciences’ most widely-researched discursive methods. Akin to 
story-telling, it is used to make/offer presentations of the self to others, via interviewees’ 
discursively-constructed experiences. Narrators’ compliance with interviewers’ elicitation 
of the story is fundamental (Paredes and Cordella, 2011). While creating narratives, one’s 
interviewees can withhold or censor responses according to internal measures to which a 
researcher, as questioner, has no access without express permission (ibid.). Gender has 
either mixed or only limited effects on researcher-respondent interactions (Flores-Macias 
and Lawson, 2008). My survey’s opening page showed an image of me in waterproofs/no 
makeup, after a long tiring journey.157 It situated me as ‘rider’, rather than ‘researcher’ or 
‘woman’. Compared to the impersonality of a technologically-administered survey, during 
                                                     
157 I took it on arrival home from Portsmouth, following an arduous ferry-crossing from Santander, Spain. 
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interviews, the facts of my gender were unavoidably part of the rapport-building process 
and may have affected both content and delivery of men’s narratives. 
 
 
6.6.2  The Interview as Co-Constructed Knowledge 
Qualitative research participants’ roles as reflexive collaborators in the co-constitution of 
knowledge is well-established (Green and Thorogood, 2004; Morgan, 1983). Using closed 
and open questions, prompts and active listening generate a co-authored narrative and 
topics’ significance is negotiated between participants (Paredes and Cordella, 2011). I too 
acknowledge these participatory roles “in the process of unfolding personal stories” (ibid. 
p275). Moreover, interviews use the mutual deployment of affiliative strategies such as 
“response laughter” to indicate one’s involvement in the narrative (ibid. p284). Affiliative 
establishment between me and men I interviewed was vital, helping establish credibility, 
through participation in and knowledge of a shared culture. 
 
I began each interview with a scripted paragraph and first question, after which it covered 
approximately twelve topics, to a participant-led order (Appendix 7: Topics, questions, 
prompts). Semi-structured interviewing lets researchers, “gain insight into how people 
attribute meaning to their worlds in social interaction” (Grindsted, 2005: 1015). Hence, 
interviewees’ social worlds are constructed, managed and given meaning during the to-
and-fro of narrative formation. Historically, interviewers strived for neutrality of delivery, 
but we now acknowledge the impossibility of this, for the merest intonation will influence 
how responses are constructed. Finally, the threat of response bias was shelved in favour 
of enhanced validity achieved by acknowledging interviewers’ “interactive repertoire[s]” 
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and interviewees’ intrinsic drive “to produce true and accurate responses” (ibid. p1033, 
1034). 
 
 
6.6.3  Transcribing the data 
I made MP3 recordings of the three Skyped and thirty face-to-face interviews. Sadly, two 
of the latter were unusable due to environmental noise. I transcribed the rest using voice 
recognition software (VRS),158 which first had to analyse my written work, and then learn 
to recognise my voice. No sophisticated sound equipment was required to get the MP3s’ 
contents into the VRS, only time. I thoroughly familiarised myself with each interview’s 
original MP3, then, using slow play-back through headphones and the ‘pause/replay’ 
function to check for and correct errors, I repeated each interview verbatim into a voice 
recorder, speaking both sides of the interview, to make it fully-accessible to the VRS. This 
was clumsy, but effective and simultaneously immersed me in the narratives, which is a 
necessary aspect of all good thematic analysis (TA).159 Following transcription, all 
interview narratives were proof-read and approved by the interviewee prior to being 
signed-off for analysis. 
 
 
6.6.4  Doing thematic analysis 
TA is a highly flexible “method for identifying, analysing and reporting patterns (themes) 
within data” it entails focused reflection on participants’ narratively-expressed sense-
making and areas of collective or shared meaning (Braun and Clarke, 2006:79). Inherently 
                                                     
158 Dragon Naturally Speaking 12. 
159 See, for example, Braun and Clarke, 2006; Fereday and Muir-Cochrane, 2006. 
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flexible, accessible, systematic, immersive, investigative and interpretative it is especially 
useful to health and well-being researchers (Clarke and Braun, 2017). Some argue that 
theories are identified during TA’s immersive processes, rather than via theory-driven 
standpoints, for such standpoints risk failing to recognise/develop novel concepts and 
theories (Carpenter and Suto, 2008; Silver and Lewin, 2014). Braun and Clarke situate TA 
in the broader contexts of deductive (‘top-down, theory-driven) and inductive (bottom-
up, inferential) reasoning. However, both are discrete approaches which are best-suited 
to specific, rather than wide-ranging research objectives (Haig, 2005). Applying abductive 
reasoning to TA lets researchers combine the two former approaches, optimising both 
(Blaikie, 2000; see eg Robertson, 2006a). During TA, full immersion enables researchers to 
identify themes important to the speaker (Abramson, 1983 cited by Silver and Lewin, 
2014:162). Some debate if it is ever truly possible to identify any narrative beyond that of 
the researcher (Holliday, 2005). Most empirical studies of men’s community-based health 
interventions involve defined sports (eg football) or men’s sheds. My use of TA to explore 
men’s shared meanings in a novel community-based context (British motorcycling) will 
reveal matters of importance to a different group of men.  
 
TA began with my initial responses to interviews and it progressed via transcription, 
reading, coding, refinement, and reflexivity. Researcher reflexivity works constitutively as 
one discerns aspects more or less relevant to one’s research topic (see Braun and Clarke, 
2006, 2012). Before Braun and Clarke’s seminal paper, TA was seen as a methodological 
approach rather than a method, per se. Even with guidelines, TA eludes the prescriptive 
methodological demands of, say, grounded theory or critical discourse analysis. This may 
leave it open for criticism of its rigour and validity (see Braun and Clarke, 2006; Carpenter 
and Suto, 2008). However, TA’s detachment from other methods’ underlying paradigmic 
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epistemologies frees it for inter-disciplinary applications (Silver and Lewin, 2014) and lets 
one investigate whole-corpus data convergence, which is extended across paradigms and 
datatypes by mixed methods research designs (O’Cathain et al, 2010).  
 
TA “unearth[s] the themes salient in a text at different levels” (Attride-Stirling, 2001: 387) 
and mapping these visually is well-established in qualitative research (ibid.). To provide 
effective means of visualisation, summarising themes and presenting patterns in the data, 
I used MAXQDA, which is computer-assisted qualitative data analysis software (CAQDAS). 
Prerequisite to TA is data transcription, which enables one’s total immersion, in line with 
Aronson’s pragmatic framework (1994). Total immersion facilitates recognition of overt 
and underlying themes linked to research interests (eg well-being) but also unanticipated 
threads or meanings otherwise potentially lost to theoretically-driven investigation (ibid.).  
 
 
6.6.4.1  Pre-coding, Coding and Memos 
In pre-coding one forms first impressions and, where relevant, notes important parts and 
starts to engage the disciplines of memo-writing. My initial impressions (using TagCloud; 
see Cidell, 2010) were greatly enhanced by repeated listening and reading, which led me 
to feel great affection for the interview content and enhanced familiarity with inflections 
and intonations of the men’s voices. See Figure 15. 
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Figure 15. Initial content clouds for Ben and Drew prepared using www.TagCloud.com.  
 
This essentially cyclic process begins simply, but becomes increasingly complex with each 
cycle (Saldana, 2009). At completion, I uploaded my transcripts to MAXQDA immediately, 
and undertook my coding structurally according to Lewin and Silver (2014). In MAXQDA, I 
undertook simultaneous reading/listening, filtering the narratives minutely for patterns. I 
initially had numerous codes, which I refined and grouped under thematic headings.  
 
Figure 16. Example of my final coding structure developed in MAXQDA 12 and completed 
in MAXQDA 2018; partial field note memo (Alex).160 
                                                     
160 Pseudonym. 
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Using MAXQDA allowed me to develop and revise an array of headings and codes into a 
deceptively-simple clearly-defined colour-coded structure representing what is in fact a 
complex web of meanings related to men’s health-relevant sense-making. I made memos 
as codes evolved and, eventually, analytical summaries from individual men’s narratives. 
These included aide memoires where I found strong links to my research interests (see 
Silver and Lewins, 2014: 232). I also ascribed relative weightings to each segment of text 
under a specific code, designating the importance of the segment to its code. See Figures 
15 (above), and 16 (below). 
 
Figure 17.  Part of the final coding structure, including data extract coded under Food, 
Alcohol and Smoking (Ben).161 
 
6.6.4.2  Interpretation, integration and reflexivity in the analytic process 
                                                     
161 Pseudonym. 
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The iterative activities of coding and segment retrieval facilitated my interpretation of the 
texts. In MAXQDA, that becomes a body of evidence exportable in spreadsheet format. 
Due to the complex, multi-faceted nature of the corpus I used MAXQDA’s visual maps to 
help make sense of it and I use maps now to illustrate process or findings. Figure 18 is an 
example that was created early in the coding process. Maps were also useful during the 
thematic review process for visualising linkages between codes and themes. 
 
Figure 18. Mapping Walt’s162 most dominant codes, using MAXQDA 2018. 
 
Data integration in mixed methods research is a “flexible, iterative process” (Woolley, 
2009) explicitly addressing convergence between each method’s findings. Convergence is 
used because “[e]xploration of any apparent, “inter-method discrepancy” may lead to a 
better understanding of the research question” (O’Cathain, Murphy and Nicholl, 2010: 
1147/8). O’Cathain et al’s triangulation process is presented in a simple flowchart, below.  
                                                     
162 A pseudonym. 
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Figure 19. O’Cathain et al’s, “Point of application for three techniques for integrating data 
in mixed methods research” (O’Cathain, Murphy and Nicholl, 2010: 1147). 
 
My triangulation processes were informed, among others, by Creamer (2018) and Farmer 
et al (2006). Creamer gives particularly accessible examples of conceiving and presenting 
data integration processes transparently (these are exemplified on pages 421 and 422 in 
Table 28. The study’s key methodological features, meta-inference, conclusions and 
‘value-added’ scope). Farmer et al’s protocol, evaluated favourably by O’Cathain et al’s 
Three techniques for integrating data in mixed methods studies were useful for the 
principles of convergence. 
 
According to Michael Crotty, “to talk about the construction of meaning163 is to talk of the 
construction of a meaningful reality”164 (1998:10). I worked reflexively throughout the TA 
process, having first learned to as a professional therapist. In qualitative research, sense-
                                                     
163 Epistemology. 
164 Ontology. 
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making is a valuable data analysis strategy for exploring and explaining the behaviour of 
groups/individuals in socially-complex situations (Paull, Boudville and Sitlington, 2013). It 
takes researchers into the realm of interpretation, helping us to evaluate how operational 
paradigms, personal research styles and research methodologies may impinge upon the 
phenomena of interest (ibid.). Reflexivity is vital: researchers determine the process of 
producing data and assigning meanings they later claim it represents, thus a conscious 
reflection on that process is required (Green and Thorogood, 2004). According to Ryan 
(2007:4) reflexivity is “the condition of taking account of the personality and presence of 
the researcher. Those factors form part of an ‘interpretive gap’ confounding researchers’ 
representations of the world via, “our observations and constructions of behaviour and 
feelings, and the things themselves” (Parker, 1999: 27). In that gap, “the position of the 
researcher affects the phenomenon” (ibid. p28). Reflexivity requires one to acknowledge 
the impossibility of remaining outside of one’s subject matter while conducting research, 
and to be constantly aware of one’s contribution to the construction of meaning during 
the research process (see Nightingale and Cromby, 1999).  
 
 
6.7  Summarising comments 
Chapter Six presented the underpinning rationale, and evidence for mixed methods 
research designs. It considered the ontological, epistemological and paradigmatic debates 
about, and implications of adopting more than one method of investigation. It examined 
the evidence presenting mixed methods as a methodology, rather than as a method per 
se.  The study’s ethical considerations were discussed, and attention was given to data 
security, the need to address participants’ rights to confidentiality, and rights to withdraw 
at any time. The appropriateness of a mixed methods research design by which to explore 
 217 
 
this study’s research questions was examined, as was my rationale for including one that 
deliberately elicits data integration. The chapter has also described the recruitment, and 
geographical spread of participants in its two phases and how, why and which data were 
collected under each phase. It presented a detailed rationale for triangulation of results 
for effective data integration and summarised the role of reflexivity in the analytic and 
interpretative processes of mixed methods research in general. Chapter Seven discusses 
statistical analysis of my quantitative survey data, according to seven distinct hypotheses. 
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Chapter Seven: Quantitative Data Analysis – the Survey 
7.1  Chapter introduction 
Chapter Seven addresses research question one, “What influences male motorcyclists’ 
well-being and health-relevant behaviour?” To do this, it presents my primary analyses of 
web-survey data collected from 1752 male motorcyclists (MMs), located throughout the 
United Kingdom. This sample of geographically and socially diverse men represents 86% 
of 2040 surveys opened by online. The final dataset contains demographics (location, age, 
ethnicity, relationship status, work), leisure (bike ridden, tests taken, riding practices), 
self-defined social categories, personal/mental well-being, adherence to masculinity 
ideologies, social identification and health-related social activity (alcohol use, smoking), 
 
As stated in Chapter Six, my statistical analyses aimed to investigate the existence of 
differences between MMs mean scores on the independent variables (IVs). To do this, I 
chose non-parametric procedures. The Mann-Whitney U test was applied to hypotheses 
where the independent variables were categorical/dichotomous (eg married vs. single). 
The Kruskal-Wallis H test was applied to investigate group differences more selectively, 
within a categorical/multinomial independent variable (main riding affiliation) and 
followed-up with an appropriate post-hoc test. Quantitative data were analysed using 
SPSS v.20 and, as the survey was cross-sectional, all analyses were ‘between-subjects’, 
independent-samples. Due to sample size, all significance levels quoted are asymptotic. 
 
After detailing the survey’s content (non-validated/previously-validated measures) and 
my treatment of missing values, Chapter Seven falls naturally into three main sub-
sections: sample characteristics (descriptive statistics), inferential statistics and additional 
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analyses. The latter two interrogate the data according to seven hypotheses investigating 
MMs’ membership of key sub-groups in relation to their personal and mental well-being, 
adherence to traditional masculinity ideologies, social identification and forms of risk. The 
seven hypotheses addressed in Chapter Seven are as follows: 
 
Hypothesis One: 
It is predicted that MMs in the research sample who are married (married, or otherwise 
settled in a committed relationship of any pairing), compared with single counterparts 
(single, divorced, separated, or widowed), will have: 
a. Better Personal Well-being as assessed by the ONS’s four personal well-being 
questions (ONS, 2016); 
b. Better Mental Well-being as assessed by the Short Warwick Edinburgh Mental 
Well-being Scale (Stewart-Brown et al, 2009); 
c. Lower adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993b); 
d. A lower sense of social identification as Bikers or Motorcyclists, as assessed by the 
adapted Social Identification Scale (Doosje et al, 1995); and 
e. Lower scores on the Behavioural Risk Composite variable. 
 
Hypothesis Two: 
It is predicted that non-drinking MMs in the sample, compared with those drinking 
alcohol problematically weekly, daily or almost daily, will have: 
a. Better Mental Well-being as assessed by the Short Warwick Edinburgh Mental 
Well-being Scale (Stewart-Brown et al, 2009); 
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b. Lower adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993b); 
c. A lower sense of social identification as Bikers or Motorcyclists, as assessed by the 
adapted Social Identification Scale (Doosje et al, 1995); 
d. Lower reported riding speeds in fine weather on British A-roads;  
e. Lower reported riding speeds in fine weather on British Motorways; and 
f. Greater likelihood of being older. 
 
Hypothesis Three: 
It is predicted that MMs in the sample who had achieved an Advanced Rider award (from 
the Institute of Advanced Motorcyclists, or similar), compared with those riders not 
having passed an Advanced Motorcycling award will have: 
a. Better Personal Well-being as assessed by the ONS Life Satisfaction questions 
(Dolan et al, 2011); 
b. Lower adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993b); 
c. A lower sense of social identification as Bikers or Motorcyclists, as assessed by the 
adapted Social Identification Scale (Doosje et al, 1995); 
d. Lower scores on the Behavioural Risk Composite variable; 
e. Greater likelihood of being Older. 
 
Hypothesis Four: 
It is predicted that MMs in the research sample who always/often ride in all-male groups, 
compared with those who always/often ride alone, will have: 
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a. Higher adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993a); 
b. Higher social identification as Bikers or Motorcyclists, as assessed by the adapted 
Social Identification Scale (Doosje et al, 1995); 
c. Higher Behavioural Risk Composite scores; 
d. Higher riding speeds in fine weather on British A-roads;  
e. Higher riding speeds in fine weather on British Motorways;  
f. Motorcycles with larger engine capacity; and 
g. Greater likelihood of being Older. 
 
Hypothesis Five: 
It is predicted that MMs in the research sample who agreed with a statement indicating 
they had at times chosen motorcycling over personal relationships will have: 
a. Higher adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993a); 
b. Higher social identification as Bikers or Motorcyclists, as assessed by the adapted 
Social Identification Scale (Doosje et al, 1995); 
c. Higher scores on the Behavioural Risk Composite variable; 
d. Higher riding speeds in fine weather on British A-roads;  
e. Higher riding speeds in fine weather on British Motorways; and 
f. Greater likelihood of being Younger. 
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Hypothesis Six: 
It is predicted that MMs in the research sample who ‘agreed’ or ‘disagreed’ with the 
statement “At times I have hidden what I spend on my motorcycle, or my bike-related 
social life from family or friends”, will have: 
a. Higher adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993a); 
b. Higher social identification as Bikers or Motorcyclists, as assessed by the adapted 
Social Identification Scale (Doosje et al, 1995); 
c. Higher scores on the Behavioural Risk Composite variable; 
d. Higher riding speeds in fine weather on British A-roads;  
e. Higher riding speeds in fine weather on British Motorways; and 
f. Greater likelihood of being Younger. 
 
Hypothesis Seven: 
It is predicted that, as self-classified under the eight ‘most comfortable with’ riding 
affiliations, MMs in the research sample will show the following group differences: 
a. Compared with Advanced Expert-style riders, Old-school, Black Leather Bikers will 
adhere more strongly to traditional masculinity ideologies, be more socially 
identified as bikers/motorcyclists, report more problematic drinking, smoke more, 
be more likely to ‘agree’ to having put motorcycling before personal relationships 
and at times hiding their motorcycle-related spending from family/friends; and 
b. Performance-style Road riders will have higher Behavioural Risk composite scores 
than both Advanced Expert-style riders and Old-school, Black Leather Bikers, and 
they will also be younger.  
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7.1  Survey contents 
7.1.1  Demographics and non-validated items 
To establish the existence of social and/or behavioural norms among respondents, the 
survey’s pre-validated measures were presented in conjunction with demographic and 
non-validated items: 
• Gender, part-postcode, age, ethnicity, relationship/work status. 
• Motorcycle-specific items (make, model, size, age, machine specification). 
• Motorcycling praxis items (riding speeds, pillions, riding/spannering practices, club 
membership, reading habits).  
• Self-categorisation items (40 trait-based adjectives, eg ‘loyal’, ‘boring’; dominant 
riding affiliation).  
• Risk-related personal relationship choices.  
• Smoking. 
 
Two additional questions, co-located with and using the same structure as the Social 
Identification Scale, explored inter-personal risk-taking. The first (suggested by Dr Paul 
Rogers, social identification specialist; briefly on my supervision team), considered MMs 
prioritising motorcycling over personal relationships. The second, my own, considered 
MMs motorcycle-related financial deception. Deception is a popular relational strategy in 
men’s magazines (Spalding et al, 2010). Serious lies165 to manage one’s image are 
                                                     
165 DePaulo et al’s participants elected dishonesty (’serious lies’) when seeking to avoid conflict or 
punishment, during positive image projection, to protect their own interests, or to damage or protect 
others (DePaulo et al, 2004). 
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functional and used to protect our own interests (DePaulo et al, 2004). Dishonesty is an 
established conflict avoidance measure in couples, and “failed deceptions, blatant lies 
and half-truths” are significant negative predictors of relationship satisfaction (Petersen, 
1996: 279). The questions were included to measure men’s willingness to risk-take in 
close social relationships.  
 
 
7.1.2  Previously validated measures 
Criteria for pre-validated measure selection were: a track record of effective use in varied 
contexts; plain English; no more than ten statements. This helped me select the following 
five measures:   
• Personal well-being – adapted 4-item national well-being measure, ONS4 (Dolan 
et al, 2011; ONS’ Measuring National Well-being publications). 
• Mental well-being – 7-item short Warwick-Edinburgh Mental Wellbeing Scale 
(sWEMWBS) (Stewart-Brown et al, 2009).  
• Alcohol use – 4-item Fast Alcohol Screening Tool (FAST) (Hodgson et al, 2002). 
• Social Identification – adapted 4-item Social Identification Scale (Doosje et al, 
1995). 
• Adherence to traditional masculinity ideologies – 8-item Male Role Attitude Scale 
(MRAS) (Pleck, Sonenstein and Ku, 1993a,b). 
 
 
7.1.2.1  The four ONS ‘personal well-being’ measures 
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The ONS well-being programme arose from burgeoning interest in well-being progress 
measures to transcend the economic sphere (Allin, 2015). ONS has collected personal 
well-being data since financial year ending 2012 using four simply-understood, self-rated 
measures that encompass all salient aspects (Dolan et al, 2011; Dolan and Metcalfe, 
2012). The four measures use a 0-10 response-scale to assess self-rated ‘Personal Well-
being’, as follows:   
1. Overall, how satisfied are you with your life nowadays? (evaluative; cognitively-
influenced judgement*) 
2. Overall, to what extent do you feel the things you do in your life are worthwhile? 
(eudaimonic; underlying, autonomous functioning*) 
3. Overall, how happy did you feel yesterday? (hedonic; short-term, positive affect*) 
4. Overall, how anxious did you feel yesterday? (hedonic; short-term, negative 
affect*) 
* explanatory substance paraphrased from Quality of Life in Europe: Subjective Well-Being 
(Eurofound, 2013). 
 
The ONS aggregate scores from these measures into a personal well-being average 
(mean) for the sample, but this has been subject to debate (eg Charles Seaford’s 2011 
paper to ONS’ Stephen Hick’s “Measuring national well-being: Presentation of subjective 
well-being estimates”; personal communication, 2013; see Appendix 8). My survey used 
the four ONS items as discrete measures. 
 
7.1.2.2  The short Warwick-Edinburgh Mental Well-Being Scale (sWEMWBS) 
 226 
 
The sWEMWBS (see below) is a unidimensional 7-item version of Tennant et al’s original 
14-item Warwick-Edinburgh Mental Well-Being Scale (WEMWBS; Tennant, et al, 2007). 
The WEMWBS returned good reliability (Cronbach’s α >.80),166 stability (test-retest 
reliability correlation ≥.80) at population level, and single-factor structure during factor 
analysis (ibid.). Cronbach’s α is a test reliability technique that requires one snap-shot test 
administration from which to calculate a unique estimate of reliability. “α” is the average 
value of reliability coefficients obtained for all possible combinations of items, when split 
into two half-tests. Prescribed levels of internal consistency differ according to authors, 
but all recommended values are ≥0.7 (DeVellis, 2003). The sWEMWBS tests well-being 
from hedonic (feeling) and eudaimonic (functioning) perspectives using positively-worded 
questions; it is validated for cross-cultural use (Stewart-Brown, 2013).167 It benefits from 
rapid completion times (c.5 minutes) and is popular when respondent burden168 is an 
issue (Stewart-Brown et al, 2009; cf. Ng Fat et al, 2017). It is also effective with minors 
(Anna Freud/Public Health England, 2016; Ringdal et al, 2018) and cross-culturally (eg 
Denmark: Koushide et al, 2019; Italy: Bianco, 2012; Norway: Ringdal et al, 2018). As stated 
on the University of Warwick Medical School website, “WEMWBS [and its corollary, the 
sWEMWBS] was not designed as a screening instrument and is not recommended for use 
in this context”.169 However, the reliability and validity of its psychometric properties are 
established in service users with schizophrenia, depression and anxiety disorders (eg 
Vainkangar et al, 2017). The sWEMWBS is also found to be a valid and effective measure 
of positive mental well-being among British Sign Language users in the UK (Rogers et al, 
                                                     
166 See Cronbach, L.J. (1951) Coefficient alpha and the internal structure of tests. Psychometrika, 16:297-334 
167 For example: Bianco, 2012 (Using WEMWBS to screen for depression in Italy and the UK); Lloyd and 
Devine, 2012 (Northern Irish population); Ng et al, 2014 (translating SWEMWBS into Chinese for use in 
Hong Kong); and Taggart et al, 2013 (Chinese and Pakistani minority ethnic groups in the UK). 
168 Respondent burden is the effort required from a respondent when completing the measure. 
169 See: https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/researchers/uses/  
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2018). Moreover, scores may be used to create UK adult gendered national and regional 
population norms eg Health Survey England data (Ng Fat et al, 2017) or the North-West 
Mental Wellbeing Survey 2012/13 (Jones et al, 2013).  
 
 
Figure 20. Short Warwick-Edinburgh Mental Well-being Scale (Stewart-Brown et al, 2009). 
 
RASCH analyses170 of the 14-item scale’s internal construct validity and psychometric 
properties reduced it by half. The sWEMWBS, comprising WEMWBS items 1, 2, 3, 6, 7, 9 
and 11 is a robust, largely bias-free interval-scale estimate of mental well-being, 
preferable to WEMWBS “for monitoring well-being in populations” (Stewart-Brown et al, 
2009). NHS Care Pathways and Packages Consortium reportedly employ sWEMWBS as a 
generic, patient-rated outcome measure across 21 mental health clusters (NHS, 2014). 
The sWEMWBS is a 5-point Likert scale, ranging from 1 (none of the time) to 5 (all the 
time) with possible totals from 7–35 that enable a sample’s distribution to be calculated 
                                                     
170 The requirements of the RASCH model are: unidimensionality, equal item discrimination, and low 
susceptibility to guessing. 
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using thresholds (Ng Fat et al, 2017).171 It is free to use, but permission is needed from 
Frances Taggart, University of Warwick (see Appendix 9: Email). 
 
 
7.1.2.3  The FAST Alcohol Screening Test (FAST) 
The FAST (Hodgson et al, 2002), was developed to meet needs for more straightforward, 
quicker screening in busy clinical settings. FAST reviews the past year, assessing bingeing 
frequency and alcohol-related negative effects. With good internal consistency 
(Cronbach’s α 0.77), test-retest validity (>0.80), specificity and sensitivity in identifying 
hazardous drinkers, it has AUDIT’s discriminant validity and functions as an alcohol brief 
intervention (ibid; cf. Meneses-Gaya et al, 2010). Question One is a simple, established 
and clinically-valid cut-off point for those administrating the tool (see Figure 21, below).  
 
Figure 21. FAST Alcohol Screening Test (Hodgson et al, 2002). 
                                                     
171 See also the North-West Mental Wellbeing Study, 2012/13 (Public Health England, 2013). Accessed 23 
May 2017, at: http://www.nwph.net/Publications/NW%20MWB_PHE_Final_28.11.13.pdf  
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The range of possible scores from completing FAST’s four questions is 0 – 16. The answer 
to question one governs completion of the other three, making it potentially the shortest 
available hazardous drinking screening tool. FAST works effectively in diverse contexts: 
eg: young offenders (Hallingberg et al, 2015); young people in general (Bowring et al, 
2013); primary care (Kaner et al, 2009) and the well-established, freely-available, 
interactive web-based programme for people with alcohol problems Down Your Drink 
(DYD).172 DYD used FAST to screen its first 10,000 visitors, those scoring above the risky 
drinking cut-off were invited to register with the online programme, and became a 
pragmatic research cohort (Linke et al, 2007). FAST is succinct, effective, user-friendly and 
validated. 
 
 
7.1.2.4  The Male Role Attitudes Scale (MRAS) 
Masculinity is, “a culturally-based ideology scripting gender relations, attitudes, and 
beliefs” (Thompson and Pleck, 1995: 130). But it (and men) are subject to ongoing social 
transformation (Kimmel, 1986). Traditional masculinity ideologies proscribe: attitudes (eg 
toughness, stoicism); gender relations (eg sexual assertiveness); and beliefs (see Pleck, 
Sonenstein and Ku, 1993a, 1993b, 1994a, 1994b; Thompson et al, 1992). These tropes 
affect men’s health behaviours and outcomes. “Masculinity ideologies are ideas and 
concepts that individual men hold about what it means to be a man” (Mansfield et al, 
2003: 95).173  Masculinity ideologies are more closely related to men’s psychological help-
                                                     
172 See: https://www.downyourdrink.org.uk/  
173 Mansfield et al give examples of a man who believes that men should keep their emotions under control 
and that, by extension, he should not be emotional when under stress; and that endorsement of masculine 
ideologies might involve a man’s devotion to self-reliance in the face of hardship. 
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seeking than any conflicts experienced related to their gender role (Berger et al, 2005). 
The endorsement of traditional masculinity ideologies is suggested to diminish with 
increasing age (Levant and Fischer, 1998). 
 
Figure 22. The Male Role Attitude Scale (Pleck et al, 1993a,b). 
 
I included the 8-item Male Role Attitude Scale (MRAS; Pleck, Sonenstein and Ku, 1993a,b; 
see above) as stereotypically, motorcycling cultures host traditional masculinities. 
Developed to measure young men’s attitudes to societal masculinity norms, the MRAS is 
“unrelated to attitudes toward the female role” (Pleck et al, 1993a:481) and instead 
concerns “the importance of men fulfilling masculinity standards” (Thompson et al, 1992: 
592). It tests men’s responses to traditional masculinity ideologies. These, for example, 
some men’s reliance on wives for emotional and tangible support instead of going to 
friends or professionals, shape group-based normative masculinities powerfully but may 
vary over time (Addis and Mahalik, 2003; see also Zarhin, 2018). The MRAS’s items are 
coded on a 4-point ipsative (ie forced choice) Likert scale from 1 (strongly disagree) to 4 
(strongly agree) and its possible score range is 8–32. Used in all three waves of the 
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longitudinal US National Survey of Adolescent Males,174 the MRAS showed internal 
consistency of α=.56. It has since achieved internal consistency of α=.87 (Poteat, Kimmel 
and Wilchins, 2010), appeared in peer-reviewed publications (eg Chu, Porche and Tolman, 
2005; Marcell et al, 2011; Santana, Raj et al, 2006), and fits my <10-item criterion.  
 
 
7.1.2.5  The Social Identification Scale 
Self-categorisation and social identification hold joint, deterministic functions related to 
planned behaviour (Ajzen, 1991). The embeddedness of an individual’s identification with 
their chosen group sets the extent to which “membership is psychologically affecting and 
socially consequential” (Leach et al, 2008: 144).175 MMs are highly identified members of 
geographically fluid, and socially diverse specific-interest groups (eg Haigh, 2008; Haigh 
and Crowther, 2005). Riding speeds are susceptible to group norms (eg DfT, 2005a). Thus, 
men’s social identification as bikers/motorcyclists is an important consideration. 
 
 
Figure 23. The survey’s ipsative, adapted Social Identification Scale (Doosje et al, 1995). 
                                                     
174 Males from aged 15-17, through aged 18-20 and to aged 22-24. 
175 See also Ellemers et al, 1999. 
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My survey used an adapted 4-item Social Identification Scale (Doosje et al, 1995; see 
above) measuring cognitive, affective and evaluative components of identification 
(Postmes et al, 2013). It, and the two co-located items testing men’s willingness to risk-
take socially all used 6-point Likert scales ranging from 1 (disagree completely) to 6 (agree 
completely). The 4-item measure differed from the original as it was presented in an 
ipsative format and its possible score range was 4–24. The two bespoke items were 
scored separately, from 1-6. I chose the ipsative format here, because including mid-point 
options can be misinterpreted by respondents or result in ‘response set’176 and both their 
presence or absence may distort results, for different reasons (Weems and Onwuegbuzie, 
2001). Garland’s classic evaluation of ipsative affects found that removing the mid-point 
can minimise social desirability bias, which arises from “desires to please the interviewer 
or appear helpful” and (importantly, given the additional social risk-taking items) not 
being seen to give what respondents perceive to be socially unacceptable answers 
(Garland, 1991). 
 
 
7.1.3  Missing data and exclusions 
Real-world research inevitably includes patches of missing data, especially with larger 
datasets (Gray and Kinnear, 2012). According to my raw data, the survey was opened 
2227 times. Of 2151 that proceeded beyond introduction/consent, 2118 reported gender 
(78 identified as female), leaving 2040 males who identified as currently-riding177 and 
began surveys: 1930 entered initials/age, machine ridden was reported by 1873 and 1762 
                                                     
176 Where a respondent falls into a form of ‘default’ non-committal pattern of responding. 
177 A filter item. 
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gave postcodes.178 Tests-taken and riding speeds were given by 1856 men, of which 1841 
completed seven, 1666 eight and 1656 nine ‘riding habits’ questions. The pillion-taking 
item was answered by 1841, and its sub-question by 1222 (1018 entered narrative). Five 
spannering items were answered by 1829-1831 men. Three optional demographic items: 
relationship status, ethnicity, and employment status, were completed by 1794, 1821 and 
1821 men, respectively.  
 
Thereafter drop-outs all-but ceased, suggesting that my choice of ‘response-required’ 
status for three immediately-following items influenced men’s subliminal expectation for 
the rest. Response-required items prevent respondents from continuing, without having 
completed the current item. Using ‘response-required’ may risk increasing one’s drop-out 
rates (Millar and Dillman, 2012). I chose it, given my need for fully-populated previously-
validated measures.  
 
 
7.2  Sample characteristics 
My survey aimed for a geographically-comprehensive demographic normative context for 
later analyses. I will now describe the context it generated, presenting sample means and 
frequencies, later summarised in Table 5. 
 
                                                     
178 Fore/surname initials, postcode, age and machine descriptors were all optional response items. 
 234 
 
7.2.1  Age 
MMs mean age was 44.97 (standard deviation 12.68; median age=47) and 74.1% (1299) 
were aged 35 – 64 years old. Over one fifth (169) were aged 16 – 24 years old. There were 
seventy-two MMs aged 65+ (4%; 71 were aged 65-74 and one aged 77).   
 
Figure 24. Ages of MMs completing the survey (N=1752). 
 
 
7.2.2  Ethnicity  
This non-probabilistic self-selected sample of MMs was ethnically homogeneous: of 1717 
who reported ethnicity, 88% (1508) were self-classified as ‘White – British’. Ethnicities of 
the remaining 209 is shown proportionately below.  
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Figure 25. Proportions of MMs not selecting ‘White-British’ (N=209). 
 
 
7.2.3.  Relationship status  
The sample’s relationship-status was homogeneous: in the 1720 men giving their status, 
well over half (989) were ‘married’ and, of the 731 not married, 39% (288) were ‘Living or 
settled with an opposite-sex partner’, and 2% (14) were ‘Living or settled with a same-sex 
partner’ or ‘In a civil partnership’ (same-sex marriage not yet legal). Hence, 75% (1291) 
were married or equivalent. The balance was single (294), divorced (88), separated (37), 
or widowed (10) (n=429). Relative proportions of those not ‘married’ appear below. 
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Figure 26. MMs not selecting ‘Married’ (N=429). 
 
 
7.2.4.  Employment status  
All but 18 entered an employment status. Of 1734 MMs, 68% (1186) were in ‘Full-time 
paid work’. Those not selecting ‘Full-time paid work’ (548) were ‘Self-employed’ (30%, 
167), ‘Retired’ (30%, 163), or in ‘Part-time paid work’ (4%, 66). Others were in full-/part-
time education or training, in unpaid work, on benefits of some kind, or had independent 
means. Relative proportions of those not selecting ‘Full-time paid work’ appear below. 
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Figure 27. MMs not selecting ‘Full-time paid work’ (N=548). 
 
 
7.2.5  Demographics’ summary table 
 
Table 5. Demographic characteristics of MMs surveyed, with percentages and means. 
Variables Measures 
Percentages, 
Means, ‘n’ 
Age  
• Age range 16-77 
years 
• N=1752 
Mean age 45 
Median age 47 
Std. Deviation 12.6 
Range (in years) 61 
Ethnicity 
 
• N=1717 
• Survey used the 14 
ONS categories 
• Collapsed arbitrarily 
for this table 
White – British 88% 1508 
Any other ‘White’ background 10% 170 
Bangladeshi, Indian, Pakistani, White 
and Asian 
0.8% 13 
African, Caribbean, White and Black 
African, White and Black Caribbean 
0.6% 10 
Any other ethnic group 0.5% 9 
Chinese, any other Asian background 0.4% 7 
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Variables Measures 
Percentages, 
Means, ‘n’ 
Relationship status 
 
• N=1720 
Married (married, living or settled with 
an opposite or same sex partner, civil 
partnership) 
75% 1291 
Single (divorced, separated, single, 
widowed) 
25% 429 
Employment status 
 
• N=1734 
Full- or part-time PAYE work (any) 72% 1252 
Self-employed  10% 167 
Retired  9% 163 
Full-time education or training 3% 55 
Independent means (not on Benefits) 2% 36 
On Benefits (other than DLA) 2% 31 
In unpaid work (eg Carer) 1% 16 
Disability Living Allowance (DLA) 1% 14 
 
 
 
7.2.6  What sort of MMs were they? 
“Biking has inherited a strong image of the disconsolate rebel and the risk-
taking, rulebreaking outsider, from the reincarnation and subsequent 
demise of the disenchanted Lawrence of Arabia as Leading Aircraftman 
Shaw, through Marlon Brando and Lee Marvin as the Wild Ones, Peter 
Fonda as Easy Rider, and Hunter S. Thompson’s seminal depiction of Sonny 
Barger and his crew of Californian Hell’s Angels…”  (DfT, 2005a: 70) 
 
Motorcycling characteristics of the sample are covered individually, and summarised in 
Table 6, below. 
 
Table 6. MMs motorcycling characteristics (N=1752). 
Variables Measures 
Means, 
Percentages, ‘n’ 
Tests passed Compulsory Basic Training 46% 805 
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• N=1752 
• Main subsets, 
including DVSA 
Instructors 
Theory and Hazard Perception 32% 566 
Old-fashioned ‘Full’ Licence 58% 1009 
Advanced Rider award (IAM or similar) 19% 339 
Driver and Vehicle Standards Agency 
Instructors 
3% 53 
Riding preferences Motorcycle Commuters 40% 717 
Predominantly ‘Lone’ riders 68% 1198 
If riding in groups, then Male-only 26% 453 
If riding in groups, then Mixed-gender 40% 701 
Bike racing/track days = rarely/never 90% 1433 
Off-road riding = rarely/never 76% 1405 
UK A-road riding speeds 
• Not Dual 
Carriageways 
• Speed Limit 60mph 
• Fine weather 
70 mph or less 81% 1427 
80 mph 14% 239 
90+ mph 5% 86 
Average riding speed for sample 65.73 
Standard Deviation 11.43 
UK Motorway riding speeds 
• Speed limit 70mph 
• Fine weather 
80 mph or less 76% 1357 
90 mph 16% 288 
100 mph 6% 99 
Average riding speed for sample 79.37 
Standard Deviation 9.26 
Machine maintenance 
• Tasks carried out by 
Respondent either 
‘Always’ or ‘Often’ 
Check oil and tyre pressures 96% 1682 
Diagnose simple faults 62% 1091 
Undertake full service/oil change 49% 864 
Undertake full engine upgrade/rebuild 22% 377 
 
 
 
7.2.6.1  Bikes ridden 
The mean engine size of bikes ridden by MMs surveyed was 905cc (SD 346.374), but this 
masks widely ranging engine sizes (49–2300cc). Standard road specification motorcycles 
accounted for 70% (1222) and the remaining 30% (527; 2 were data missing) were non-
standard, customised, or otherwise adapted. The latter group are shown below. 
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Figure 28. Non-standard specification main/only motorcycle ridden (N=527). 
 
Manufacturers represented by the MMs surveyed were diverse, but most (22%, 390) 
were Hondas, echoing Mintel’s 2012 market-share by % volume statistics. Although BMW 
also ranked 4th, ranks 2 and 3 were different (Mintel, 2014:7). See below. 
 
Figure 29. Make of main or only motorcycle ridden (N=1752). 
 
 
 241 
 
7.2.6.2  Tests passed 
Most MMs (58%, 1009) held old-fashioned ‘full’ licences (now superseded) entitling them 
to ride machines over 250cc. The data reflected many different, newer tests and, clearly, 
some with ‘full’ licences had updated their skills with Compulsory Basic Training (CBT) and 
other incremental tests. ‘DSA’ = Driver and Vehicle Standards Agency. See below. 
 
Figure 30. Tests passed by MMs completing the survey (N=1752). 
 
 
7.2.6.3  Preferred riding modes and speeds 
Within given parameters, motorcycle commuting is positively associated with well-being 
(ONS, 2014), and voluntary risk-taking/excessive speed linked to group riding norms (eg 
DfT, 2005a). Hence, I surveyed men’s preferred riding modes (lone, group, and niche) and 
comfortable fine-weather riding speeds on British A-Roads (not dual carriageways) and 
Motorways. 
 
Over two-fifths (717) ‘always’ or ‘often’ used their motorcycle for commuting, and almost 
the same number (702) only ‘rarely’ or ‘never’. 
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Figure 31. Frequency with which men commuted to work by motorcycle (N=1752). 
 
Over two thirds (68%, 1198) ‘always’ or ‘often’ rode alone – 4% (75) ‘never’ or ‘rarely’. 
Ninety percent (1579) rode with other men at least some of the time, and 1% (15) did 
‘always’. Forty percent (701) rode in mixed-gender groups ‘some of the time’ or ‘often’. 
 
The off-road, and racing/track-day niche riding preference items were answered by fewer 
men. Off-roading was done ‘often’ by 49 and 4 men ‘always’. Most did it ‘rarely’ or ‘never’ 
(90%, 1433). Motorcycle racing/track-day participation followed similar patterns: with 57 
doing that ‘often’ and 11 ‘always’. Most did it ‘rarely’ or ‘never’ (76%, 1405). 
 
Of MMs surveyed, 34% (160) never took pillion passengers. Of 1164 that did, 95% (1104) 
rode differently with a passenger, chiefly: riding more slowly, longer braking distances, 
careful cornering.  
 
 
7.2.6.4  ‘Fine weather’ riding speeds 
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The speed-choice options offered 10mph increments from 10–100 miles per hour. MMs 
riding speeds broadly lined-up with British national limits for the road-type: mean average 
A-road speeds of 66mph (SD 11.5mph) and mean average Motorway speeds of 79mph 
(SD 9mph); Table 7. 
 
Table 7. Preferred riding speeds in fine weather on British Roads. 
Road-type N Minimum Maximum Mean Std. Dev. 
A-Roads (not dual 
carriageways) 
1752 30 100 65.73 11.423 
Motorways 1743 50 100 79.37 9.264 
 
 
Hidden within these averages, however, were riding speeds reported for both road-types 
that included MMs routinely exceeding national limits (Figures 32 and 33). 
 
Figure 32. MMs fine weather riding speeds on A-roads (not dual carriageways) (N=1752). 
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Figure 33. MMs fine weather riding speeds on Motorways (N=1744). 
 
 
7.2.6.5  Machine maintenance (‘spannering’) 
Engine-design and motorcycle maintenance are increasingly sophisticated but routine 
maintenance remains important to men, so I measured their “spannering” as an index of 
serious leisure (Stebbins, 2006). 
 
Basic maintenance (checking tyre pressures, oil) was ‘always’ or ‘often’ undertaken by 
96% (1682) beyond which, numbers change. Simple faults were diagnosed ‘always’ or 
‘often’ by 62% (1091) and, of 49% (864) routinely undertaking full services/oil change, 
79% (676) selected ‘always’. Almost one quarter (377) were routinely undertaking full 
engine upgrades/rebuilds ‘often’ or ‘always’, but 64% (1122) ‘never’ did.  
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7.2.7  Personal well-being (ONS items 1–4) 
The survey used four widely-used ‘personal well-being’ questions (eg ONS, Public Health 
England) that also work effectively as free-standing items (Dolan et al, 2011). Responses 
are presented in Figures 34 to 39 and summarised in Table 8. 
 
 
7.2.7.1  Overall, how satisfied are you with your life nowadays? 
MMs answered with an evaluative, cognitively-influenced judgement, based on ratings 
from 1 (not at all) to 10 (completely). The sample’s overall mean life satisfaction rating 
was 7.2 (5% trimmed mean 7.3; SD 1.734). Scores showed clustering towards the upper 
end (-.861; negative skewness) with peaked curve (.888 kurtosis) and the Kolmogorov-
Smirnov ‘Sig’ statistic used to assess the variable’s distribution was .000. Sig should not 
exceed .05 to indicate normality but Kolmogorov-Smirnov may be less reliable with larger 
sample sizes (Vargha and Delaney, 1998). Along the 1–10 scale, more men answered on 
the positive end (7-10) than the negative (0-6): 74% (1293) and 26% (459) respectively. 
MMs aged 65+ rated themselves by far the most satisfied with their lives. 
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Figure 34. MMs ‘life satisfaction’ by Age Group (N=1752). 
 
 
7.2.7.2  Overall, to what extent do you feel the things you do in your life are 
worthwhile? 
MMs judged their sense of purpose/meaning (measuring eudaimonic, stable, underlying 
well-being), based on ratings from 1 (not at all) to 10 (completely). The sample’s overall 
mean eudaimonic well-being rating was 7.38 (5% trimmed mean 7.47; SD 1.733). Scores 
showed upper-end clustering (-.830; negative skewness) with somewhat peaked curve 
(.697 kurtosis). The Kolmogorov-Smirnov ‘Sig’ was .000. Along the 1–10 scale, more men 
answered at the positive end (7-10) than the negative (1-6): 76% (1331) and 24% (421) 
respectively. MMs aged 65+ rated themselves highest on feeling things they do in life are 
worthwhile. 
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Figure 35. MMs ‘life worthwhile’ by Age Group (N=1752). 
 
 
7.2.7.3  Overall, how happy did you feel yesterday? 
MMs judged their short-term positive affect (hedonic well-being), based on ratings from 1 
(not at all) to 10 (completely). The sample’s overall mean ‘happy’ rating was 7.29 (5% 
trimmed mean 7.42; SD 1.939). Scores showed upper-end clustering (-.892; negative 
skewness) with somewhat peaked curve (.560 kurtosis). The Kolmogorov-Smirnov ‘Sig’ 
was .000. along the 1–10 scale, more men answered at the positive end (8-10) than the 
negative (1-7): 54% (951) and 46% (801) respectively. MMs aged 65+ rated themselves 
most ‘happy yesterday’.  
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Figure 36. MMs ‘happy yesterday’ by Age Group (N=1752). 
 
 
Figure 37. MMs ‘life satisfaction’, ‘worthwhile’ and ‘happy yesterday’ ratings (N=1752). 
 
 
7.2.7.4  Overall, how anxious did you feel yesterday?  
‘Anxious yesterday’ (hedonic well-being) results at the lower end (1-6) represent lower 
anxiety and those at the upper end (7-10) represent higher anxiety. MMs judged their 
short-term negative affect, based on ratings from 1 (not at all) to 10 (completely). The 
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men’s overall mean ‘anxious’ rating was 3.44 (5% trimmed mean 3.28; SD 2.371). Scores 
showed lower-end clustering (.819; negative skewness) with slightly platykurtic 
distribution (-.378 kurtosis). The Kolmogorov-Smirnov ‘Sig’ was .000. More men answered 
on the positive end (1-6) than the negative (7-10). MMs rating themselves least ‘anxious 
yesterday’ were those aged 65+ and those reporting highest anxiety were those aged 16-
24 years. 
 
Figure 38. MMs ‘anxious yesterday’ by Age Group (N=1752). 
 
 
Figure 39. MMs ‘anxious yesterday’ ratings (N=1752). 
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Table 8. Summary of MMs personal well-being scores (N=1752). 
Personal Well-being 
Variables 
Measures Values 
Overall, how satisfied are 
you with your life 
nowadays? 
Mean satisfaction (5% trimmed mean) 7.20 (7.30) 
Median life satisfaction 7 
Std. Deviation 1.734 
Range 9 
Skewness -.861 
Kurtosis .888 
Overall, to what extent do 
you feel the things you do 
in life are worthwhile? 
Mean eudaimonia (5% trimmed mean) 7.38 (7.47) 
Median eudaimonia 8 
Std. Deviation 1.733 
Range 9 
Skewness -.830 
Kurtosis .697 
Overall, how happy did you 
feel yesterday? 
Mean happy (5% trimmed mean) 7.29 (7.42) 
Median happy 8 
Std. Deviation 1.939 
Range 9 
Skewness -.892 
Kurtosis .560 
Overall, how anxious did 
you feel yesterday? 
Mean anxious (5% trimmed mean) 3.44 (3.28) 
Median anxious 3 
Std. Deviation 2.371 
Range 9 
Skewness .819 
Kurtosis -.378 
 
 
 
7.2.8  Mental well-being (sWEMWBS) 
My survey used the short Warwick-Edinburgh Mental Well-being Scale (Stewart-Brown et 
al, 2009), in which all seven items are worded positively. The men’s mean ‘mental well-
being’ score was 25.65 (5% trimmed mean 25.76; SD 4.149). Scores showed slight upper-
end clustering (-.610; negative skewness) with highly peaked curve (1.168 kurtosis). The 
Kolmogorov-Smirnov ‘Sig’ was .000. The scale’s internal consistency was high (Cronbach’s 
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α .840). Following the pattern of ‘life satisfaction’, ‘life worthwhile’ and ‘happy yesterday’, 
the highest mental well-being scores belonged to men aged 65+ (mean 27.28/SD 4.30) 
and were noticeably higher than those in other age groups. Lowest mental well-being 
scores were reported by men aged 45-54 years (mean 25.21/SD 4.368). See below 
 
Figure 40. MMs mental well-being by Age Group (N=1752). 
 
 
7.2.9  Male Role Attitudes Scale 
The survey used the ipsative 8-item Male Role Attitude Scale (MRAS; Pleck et al, 1993a,b) 
to measure MMs’ adherence to masculinity ideologies. The men’s mean MRAS score was 
16.64 (5% trimmed mean 16.56; SD 4.198). Scores showed slight lower-end clustering 
(.303; positive skewness) with reasonably normal distribution (.184 kurtosis). The 
Kolmogorov-Smirnov ‘Sig’ was .000. The scale’s internal consistency was good 
(Cronbach’s α .725). MMs reporting the highest adherence to traditional masculinity 
ideologies compared to all others were those grouped at opposite ends of the age range: 
16-24 (18.11/SD 4.2) and 65+ (17.18/SD 4.31). Men aged 25-34 came next (16.82 /SD 
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4.39) with those aged 45-54 reporting the lowest adherence to traditional masculinity 
ideologies (16.30/SD 4.17). See below. 
 
Figure 41. MMs ‘adherence to traditional masculinity ideologies’ by Age Group (N=1752). 
 
 
7.2.10  Social identification as Bikers/Motorcyclists 
My survey used an adapted version of the 4-item Social Identification Scale (Doosje et al, 
1995) to measure MMs’ social identification. The men’s mean social identification score 
was 19.86 (5% trimmed mean 20.08; SD 3.282). Scores showed upper-end clustering (-
.913; negative skewness) with peakedness (1.776 kurtosis). The Kolmogorov-Smirnov ‘Sig’ 
was .000. The scale’s internal consistency was high (Cronbach’s α .856). MMs reporting 
the highest degrees of social identification as bikers/motorcyclists compared to all others 
were those grouped at opposite ends of the age-group range: 16-24 (21.06/SD 2.58) and 
65+ (20.15/SD 3.21). Men aged 25-34 reported the lowest degrees of social identification 
as bikers/motorcyclists (19.45/SD 3.15). See below. 
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Figure 42. MMs ‘social identification’ as bikers or motorcyclists by Age Group (N=1728). 
 
 
7.2.11 Alcohol and smoking 
All but ten men answered both items. Of 1742 answering the question “Do you drink?” 
81% (1416) said “Yes” and of 1740 answering the question “Do you smoke?” 20% (353) 
said “Yes”. Of the 326 men who were non-drinkers, 82% (267) were non-smokers. Of the 
1416 men who were drinkers, 21% (295) were also smokers.179 Of the men who smoked, 
61% (216) reported smoking over ten cigarettes per day 13% (47) more than 20 per day. 
See Table 9. 
 
Table 9. Alcohol and smoking characteristics of the sample. 
Variables Measures 
Percentages, 
‘n’ 
Alcohol profile 
• N=1742 
Non-drinker 19% 326 
Drinks, but non-problematically 62% 1092 
Drinks hazardously or harmfully, 
monthly or less than monthly 
11% 190 
                                                     
179 Smoking data was missing for two of the men who reported drinking alcohol. 
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• Screened using the 
FAST 
Drinks hazardously or harmfully 
weekly, daily, or almost daily 
8% 134 
Smoking profile 
• N=1740 
Non-smoker 80% 1387 
Fewer than 5 per day 4% 67 
5 – 10 per day 4% 70 
11 – 20 per day 10% 169 
More than 20 per day 3% 47 
 
 
My survey used the FAST alcohol screen (Hodgson et al, 2002) to assess MMs’ alcohol 
consumption profiles. This showed that 77% (1092) drank alcohol without discernible 
problems – but 23% (324) of those drinking did so hazardously/harmfully, including 190 
who did so monthly or less than monthly, and 134 who did so weekly, daily, or almost 
daily. The whole sample’s alcohol use profile, most problematic users and the sample’s 
smoking profile are all broken down by age group, below. See Figures 43, 44 and 45. 
 
 
Figure 43. MMs alcohol use profile by Age Group (N=1742). 
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Figure 44. Most problematically-drinking MMs by Age Group (N=134). 
 
 
Figure 45. MM smoking profile by Age Group (N=1740). 
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7.2.12 Behavioural Risk Composite scores 
Motorcycling is seen as voluntary risk-taking (eg Bellaby and Thompson, 2001; Broughton 
and Stradling, 2005; Murphy and Patterson, 2011; Thompson, 2009) and voluntary risk-
taking is often generalised across an individual’s approach to life (Lyng, 2005). My Risk 
Composite variable (RISKTOTAL) assessed surveyed men’s responses in four behavioural 
areas, each of which may imply their willingness to engage in voluntary risk-taking. The 
areas were: 
1. Normal (comfortable) riding speed in fine weather on UK A-Roads;180 
2. Normal (comfortable) riding speed in fine weather on UK Motorways; 
3. FAST alcohol screening test score; and 
4. Smoking. 
 
 
7.2.12.1  Speeding 
Speeding is common and costly, and routinely undertaken and drivers think little of its 
justification (Musselwhite & Aniveri, 2010). In 2015, at 5% motorcycles accounted for the 
highest proportion of accidents for all vehicle types, “where exceeding the speed limit 
was a contributory factor” (DfT, 2016). Motorcyclists routinely flout speed limits (DfT, 
2011).  
 
 
7.2.12.2  Drinking 
                                                     
180 Specified as “Not Dual Carriageways”. 
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Public health research clearly finds multiple burdens associated with problematic alcohol 
consumption (ie social, economic, physiological, psychological). The FAST Alcohol Screen 
(Hodgson et al, 2002), developed initially for use in primary care settings, is now used in 
both medical and non-medical contexts. It is an effective measure of problematic use 
(McGovern et al, 2012). 
 
 
7.2.12.3  Smoking 
Smoking even 1-4 cigarettes per day is associated with significantly higher risks of dying 
from ischaemic heart disease and all causes. Individuals smoking 1-4 cigarettes per day 
were about 3 times as likely as people who never smoked of dying from a heart attack, 3-
5 times as likely of dying from lung cancer, and overall about 50% more likely to have died 
from any cause during the study period (Bjartveit & Tverdal, 2004).  
 
 
7.2.12.4  The sample’s behavioural risk profile 
A total of 1734 men met the eligibility criterion for inclusion in this variable. Their mean 
‘behavioural risk composite’ score was 5.57 (5% trimmed mean 5.24; SD 3.284). Scores 
showed strong lower-end clustering (1.291; positive skewness) with a leptokurtic curve 
(.117 kurtosis).  
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Figure 46. MMs behavioural risk composite scores, by Age Group (N=1734). 
 
In this research sample, the highest mean average levels of behavioural risk compared to 
all other groups was reported by men aged 16-24 years (mean 6.55/SD 4.37), followed by 
25-34-year-olds (6.00/SD 3.49) and 35-44-year-olds (5.96/SD 3.37). The lowest levels of 
behaviour risk were reported by men aged 65+ (4.26/SD 1.97). 
 
 
7.2.13 Group membership and reading habits 
The survey sampled motorcycle-related publications read and active group membership. 
Over 80% (1502) of the men regularly read bike-specific publications, hard-copy/online. 
Motorcycle News accounted for 45% (681) of first-choice publications, then RiDE (12%, 
175), Bike Magazine (12%, 173) and Back Street Heroes (5%, 70). The rest covered wide-
ranging interests.  
 
Over half (914) played an active part in at least one motorcycle-specific group (eg owner’s 
groups, advanced rider groups, action groups). See below. 
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Figure 47. The MMs group-membership profile (N=914). 
 
 
7.2.14  Self-designated character traits 
To explore MMs self-concepts, respondents described themselves by choosing from 42 
attributors. These were used by men involved in its design phase, to describe other MMs 
they encountered on the road. After ranking responses, the ten most-selected revealed 
that this group of men described themselves as (variously) loyal, practical, all-year riders, 
independent, thoughtful, safe, adaptable, experienced, educated and mature. See below. 
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Figure 48. MMs ten most-selected self-attributors from the list of options. 
 
The ten least-selected attributors were: secretive, uncompromising, church-going, fashion 
conscious, reckless, arrogant, ‘poseurs’, boring, being a bit ‘Wild Hogs’,181 and dangerous 
(Figure 49). Around 28% (497) described themselves as thrill-seekers and 11% (197) as 
spiritual (of whom 113 were also church-goer’s). See below. 
 
Figure 49. MMs ten least-selected self-attributors from the list of options. 
 
 
7.2.15  Main riding affiliations 
The survey asked MMs to choose which one of eight potential riding affiliations they felt 
most comfortable identifying themselves with. Choices represented subgroups identified 
anecdotally during survey design and reflect my interest in a tentative typology.182 See 
below. 
                                                     
181 Referencing Wild Hogs, a ‘born-again biker’ comedy released in 2007, starring Tim Allen, John Travolta, 
Martin Lawrence and William H. Macy. See: http://www.imdb.com/title/tt0486946/  
182 For future research, using Q-sort methodology. 
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Figure 50. MMs ‘most comfortable’ riding affiliation from the choice of eight (N=1719).
 
Notwithstanding the rudimentary and experimental nature of this bespoke survey item 
and the missing values from 33 MMs who opted not to answer it, the eight main riding 
affiliations have been useful for describing the sample’s normative dispersion across all 
key variables in tabular format, according to MMs self-categorised subgroups.  
 
Main riding affiliations key, for Tables 10 and 11: 
AAR = Advanced Expert Riders  ODR = Off-road/Dirt-bike Riders 
ATR = Adventure/Tourer Riders  OBL = Old-school Black Leather 
CBE = Classic Bike Enthusiasts  PRR = Performance-style Road Riders 
DCR = Daily, or Commuter Riders  RTR = Mostly Race or Track-day Riders 
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Table 10. MMs characteristics (%, mean, std. dev.), by main riding affiliation (N=1719). 
Colour key: Green=highest (except ‘anxious yesterday’, where it =lowest); Orange=lowest 
value (except ‘anxious yesterday’ where it =highest). 
Main riding affiliation 
(right); variables 
(below) 
AAR ATR CBE DCR ODR OBL PRR RTR 
Age Mean 48  48 50 40 41 49 38 39 
Std. Dev. 12.35 10.73 10.41 12.6 13.86 8.59 12.29 13.04 
Ethnicity White-
British 
90% 82% 86% 86% 82% 88% 93% 88% 
Any 
other 
10% 18% 14% 14% 18% 12% 7% 12% 
Marital 
status 
Married* 82% 75% 80% 69% 73% 78% 68% 63% 
Single* 18% 25% 20% 31% 27% 22% 32% 37% 
Advanced 
riding test? 
Yes 51% 14% 10% 10% 18% 7% 7% 7% 
No 49% 86% 90% 90% 88% 93% 93% 93% 
Lone or all-
male group 
rider? 
Lone 
rider 
74% 86% 88% 90% 87% 68% 72% 86% 
All-male 
Group 
36% 14% 12% 10% 13% 32% 28% 14% 
A-road 
riding 
speed 
Mean 
mph 
66 65 63 65 63 62 72 72 
Std. Dev. 8.51 11.54 10.95 11.12 11.42 10.28 12.99 12.75 
M-way 
riding 
speed 
Mean 
mph 
79 78 76 79 79 77 85 84 
Std. Dev. 7.62 8.3 9.26 9.16 9.13 9.17 9.48 10.19 
Alcohol Non-
drinker 
17% 22% 21% 21% 24% 18% 16% 16% 
Prob 
drinkers 
13% 16% 13% 18% 9% 22% 29% 27% 
Smoking 
Non-
smoker 
84% 86% 80% 80% 85% 67% 76% 82% 
Smoker 16% 14% 20% 20% 15% 33% 24% 18% 
Behavioural 
Risk Score 
Mean 4.83 4.87 5.08 5.37 4.79 5.78 7.30 6.86 
Std. Dev. 2.55 2.77 3.03 3.41 2.41 3.17 3.87 4.10 
* ‘Married’ = married, living or settled with a same- or opposite-sex partner, or in a civil 
partnership; ‘Single’ = single, divorced, separated, widowed. 
** ‘Lone’ selected ‘I ride alone’ always/often; ‘All-male group rider’ selected ‘I ride in an 
all-male group’ always/often; any cross-over cases excluded 
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Table 11. MMs scale profiles (mean, std. dev.), by main riding affiliation (N=1719). 
Main riding affiliation 
(right); variables 
(below) 
AAR ATR CBE DCR ODR OBL PRR RTR 
Life 
Satisfaction 
Mean 7.43 7.10 7.34 7.11 7.59 6.88 7.22 7.02 
Std. 
Dev. 
1.56 1.85 1.71 1.71 1.26 2.01 1.64 2.02 
Life 
Worthwhile 
Mean 7.59 7.24 7.48 7.26 7.59 7.30 7.30 7.25 
Std. 
Dev. 
1.61 1.85 1.70 1.68 1.48 1.89 1.72 2.04 
Happy 
Yesterday 
Mean 7.47 7.24 7.48 7.16 7.26 7.15 7.31 6.75 
Std. 
Dev. 
1.81 2.03 1.81 1.86 1.89 2.10 1.99 2.44 
Anxious 
Yesterday 
Mean 3.40 3.44 3.44 3.60 3.94 3.51 3.29 3.07 
Std. 
Dev. 
2.42 2.31 2.54 2.30 2.67 2.47 2.26 2.31 
Mental Well-
being 
Mean 26.13 25.66 25.81 25.19 25.94 25.48 25.63 25.59 
Std. 
Dev. 
3.72 4.39 4.31 3.95 3.68 4.65 4.15 4.64 
Male Roles 
Attitudes 
Std. 
Dev. 
16.09 16.71 16.35 16.61 18.32 17.04 17.31 16.23 
Mean 3.96 3.84 4.29 4.15 5.02 4.42 4.25 4.48 
Social 
Identification 
Std. 
Dev. 
19.59 19.71 18.92 19.48 18.62 21.20 20.43 19.80 
Mean 3.03 3.26 3.98 3.19 4.29 2.95 2.90 3.18 
 
The above tables enable comparisons between subgroups’ demographic characteristics, 
personal and mental well-being, alcohol and smoking behaviour, adherence to traditional 
masculinity ideologies and social identification. Preparing these summaries was helpful, 
prior to hypothesis-testing. 
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7.2.16  Preliminary data analyses – normality  
The SPSS ‘explore’ function, used to assess the survey data’s distribution, showed non-
normality by lack of symmetry (skewness), pointiness (kurtosis), Kolmogorov-Smirnov (KS) 
‘Sig’ values and visual methods (eg plots). Larger sample sizes of over forty often violate 
normality, but it should not cause undue problems (Pallant, 2007). To some, this indicates 
that parametric procedures can still be applied without losing data-integrity (Elliot and 
Woodward, 2007: 26), and that true normality is mythical (ibid.). Parametric procedures 
(based on normality) are valorised by statisticians but using parametric procedures with 
non-normal data may yield distorted results. Non-parametric procedures possess equal 
power and make no assumptions related to distribution (Gray and Kinnear, 2012). This 
research sample exceeded forty with non-normally distributed data that included outliers 
(distal values), thus I applied non-parametric procedures. Later, after Mann-Whitney U 
tests, for interest I applied independent t-tests to the same variables and got very similar 
results.183 
 
 
7.2.17  Preliminary data transformations – dichotomisation and 
thresholds 
Preliminary analyses showed that MMs scores on a range of dependent variables (DVs) 
differed according to their subgroup category on other variables of particular interest, 
namely: marital status, holding an Advanced Rider award, the presence of problematic 
alcohol consumption, and lone or group riding preference. In all cases, the categories 
                                                     
183 These results are not used herein. 
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represented by these variables lent themselves to dichotomisation. Thus, for statistical 
analyses, I dichotomised them as follows: 
 
 
7.2.17.1  ‘MaritalStatus’ to ‘Marr/Sing’ 
Dichotomisation rationale: ‘maritalstatus’ was transformed into new variable, ‘marrsing’ 
in which those married, plus those self-selecting as ‘living with/settled in a relationship’ 
(any pairing), or in a civil partnership were grouped under a new value ‘married’. Those 
single, plus those divorced, separated, or widowed were grouped under a new value 
‘single’.  
 
 
7.2.17.2  ‘FASTSCORE’ to ‘ALCHighDry’ 
Dichotomisation rationale: ‘FASTscore’ was transformed into new variable ‘ALCHighDry’ 
in which only those MMs self-selected as ‘non-drinkers’ (n=326) and those MMs screened 
as ‘problem drinkers’ by the FAST test as drinking alcohol hazardously/harmfully weekly, 
daily or almost daily (n=134) were retained. Men screened via FAST as non-problematic 
drinkers were excluded from analyses. 
 
 
7.2.17.3  ‘AdvancedRiderYN’ 
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‘Advanced Rider Test’ was a variable containing 336 MMs self-selecting as ‘Advanced 
Rider Test’ such as the Institute of Advanced Motorcyclists test and 1413 MMs self-
selected as ‘No Advanced Rider Test’. 
 
 
7.2.17.4  New variable ‘LROPMculled’ 
MMs answered two items on main riding preference: ‘RideAlone’ and ‘OnePlusMales’. 
The two variables were transformed to two new variables (‘LoneRider’ and AllMaleGrp’), 
which retained only scores 4 (‘often’) and 5 (‘always’). The new variables were compared 
visually in SPSS ‘data view’, cases appearing in both variables excluded and remaining 
cases concatenated into new variable ‘LROPMculled’, representing 1263 MMs who 
EITHER ‘always’ or ‘often’ rode alone (n=1004) OR who ‘always’ or ‘often’ rode in all-male 
groups (n=259).  
 
 
7.2.17.5  ‘BikeFirst1’ to ‘BikeFirst2’ 
‘BikeFirst1’ was an ipsative scalar item testing MMs attitudes to putting motorcycling 
before personal relationships. Transformed into new variable ‘BikeFirst2’, the 1075 MMs 
selecting one of the ‘disagree’ choices were categorised ‘Disagree’ and 653 MMs selecting 
one of the ‘agree’ choices were categorised ‘Agree’. 
 
 
7.2.17.6  ‘HiddenSpend1’ to ‘HiddenSpend2’ 
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‘HiddenSpend1’ was an ipsative scalar item testing MMs attitudes to hiding motorcycle-
related spending from family and friends. Transformed into new variable ‘HiddenSpend2’, 
the 1115 MMs selecting one of the ‘disagree’ choices were categorised ‘Disagree’ and 613 
MMs selecting one of the ‘agree’ choices were categorised ‘Agree’. 
 
 
7.2.17.7  ONS4 Thresholds 
The four continuous ONS personal well-being measures were transformed into four new 
categorical variables, based on respondents’ scores. New categories for the first three 
items (satisfied, worthwhile, and happy yesterday) were: ‘very high’ (ratings 9-10), ‘high’ 
(ratings 7-8), ‘medium’ (ratings 5-6) and ‘low’ (ratings 1-4). New categories for the fourth, 
reverse-scored item (anxious yesterday) were: ‘very low’ (rating 1), ‘low’ (ratings 2-3), 
‘medium’ (ratings 4-5), and ‘high’ (ratings 6-10). These were in line with thresholds used 
by ONS, although there was no ‘zero’ rating in my survey. 
 
 
7.2.17.8  sWEMWBS, MRAS and Social Identification Scale Thresholds 
For all three variables, based on the sample’s mean and its standard deviation for that 
variable, respondents’ scores were transformed into a new variable with the following 
thresholds applied: ‘medium’ encompasses scores up to and including one standard 
deviation ABOVE and BELOW the sample mean; ‘high’ encompasses all scores above one 
standard deviation above the mean; ‘low’ encompasses all scores below one standard 
deviation below the mean. 
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7.2.18.9  RISKTOTAL and RISKtotalCUT 
RISKTOTAL functions an interval scale representing respondents’ engagement with 
voluntary risk-taking behaviours. Its values represent patterns of scores entered by the 
research sample on the four items listed above. For inclusion in RISKTOTAL, individual 
cases must contain values in all four components. The number of cases meeting this 
criterion is 1734.  
 
As an interval scale, RISKTOTAL rendered a sample mean and standard deviation. Cut-
points of one standard deviation either side were applied and a second ‘risk’ variable 
(RISKtotalCUT) was created, thus enabling the exploration of four potential levels of 
corporate risk: 
 
 
1. Scores of <2 (zero MMs) 
2. Scores of 3-6 (1117 MMs) 
3. Scores of 7-9 (382 MMs) 
4. Scores of 10+ (235 MMs) 
 
RISKTOTAL and RISKtotalCUT facilitate exploration of possible relationships between the 
survey’s original suite of variables and the sample’s propensity to voluntary risk-taking. 
Fifty-four potential scoring combinations exist between the four ‘feeder’ variables. See 
Appendix 10 for precise, tabulated criteria and re-scoring protocols.  
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Once these data transformations were completed and tested, I used inferential statics to 
test my hypotheses. 
 
 
7.3  Inferential statistics and hypothesis-testing 
This section presents a range of inferential statistics, arranged around hypothesis-testing. 
Analyses were carried out on this non-parametric, large-sample survey data using the 
Mann-Whitney U (Hypotheses 1-6 and 7a/b) and Kruskal-Wallis H tests (Hypothesis 7c).  
 
The Mann-Whitney U test (also called the Wilcoxon-Mann-Whitney test) was used to 
investigate hypotheses one to six, and the first part of hypothesis seven. As a rank-based 
non-parametric test, it can be used to determine if there are statistically significant 
differences between an independent variable containing two groups, on a continuous or 
ordinal dependent variable. It is often referred-to as the non-parametric alternative to 
the independent-samples t-test. The Mann-Whitney U compares medians and mean 
ranks of dependent variables but, as a test of stochastic184 superiority, it has the power to 
determine the presence of difference even where medians and distributions are the 
same. The test is predicated on four assumptions, first to third of which185 relate to study 
design. Assumption four looks critically at similarity or difference in score distributions on 
both groups of the IV. There is no single accepted method to assess similarity, so this is 
done visually via graphs generated automatically during the SPSS v20 ‘new’ procedure or, 
                                                     
184 Stochastic superiority is the likelihood that an observation on X with be above an observation on Y 
(Vargha and Delaney, 1998). Stochastic: having a random probability distribution or pattern that may be 
analysed statistically but may not be predicted precisely. 
185 Dependent variables are continuous, or ordinal; independent variables consist of two categorical, 
independent groups; you have independence of observations. 
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in their ‘legacy’ approach, via the generation of pyramid graphs (Laerd Statistics, 2015). 
This subsection presents and considers results from the first four hypotheses, as follows: 
 
 
7.3.1  Hypothesis One: Differences between MMs who were married and 
those who were not 
There is a large body of evidence linking marriage or relationships of similar stability with 
better subjective well-being for both men and women. Hypothesis One investigates this 
through the lens of MMs relationship status from the evaluative, eudaimonic, positive, 
negative hedonic and positively-worded subjective well-being perspectives, alongside the 
men’s adherence to traditional masculinity ideologies, social identification as bikers and 
risk-related behavioural lifestyle choices. 
 
Hypothesis One: 
It is predicted that MMs in the research sample who are married (married, or otherwise 
settled in a committed relationship of any pairing), compared with single counterparts 
(single, divorced, separated, or widowed), will have: 
a. Better Personal Well-being as assessed by the ONS’s four personal well-being 
questions (ONS, 2016); 
b. Better Mental Well-being as assessed by the Short Warwick Edinburgh Mental 
Well-being Scale (Stewart-Brown et al, 2009); 
c. Lower adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993b); 
d. A lower sense of social identification as Bikers or Motorcyclists, as assessed by the 
adapted Social Identification Scale (Doosje et al, 1995); and 
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e. Lower scores on the Behavioural Risk Composite variable. 
 
‘MarrSing’ is dichotomous independent variable (IV), so a Mann-Whitney U test was run 
to determine if there were differences between married and non-married MMs in the 
sample. Differences were examined on the eight IVs: four personal well-being measures 
(ONS1-4), the mental well-being measure (sWEMWBS), adherence to traditional 
masculinity ideologies (MRAS), social identification (SOCID), the behavioural risk 
composite, riding speeds and age.  
 
Table 12. Mann-Whitney U test results and descriptive statistics for personal/mental well-
being, adherence to traditional masculinity ideologies, social identification and 
behavioural risk-taking, by Marital Status (N=1688; cases excluded listwise). 
Variable Name 
Non-
married 
(n=421) 
Married** 
(n=1267) 
Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Satisfied with life nowadays? 
(ONS1) 
6.72 (1.91) 
7 
7.35 (1.65) 
8 
U =210615.500 
z = -6.614 
p = .000 (two-tailed) 
Think things done Worthwhile? 
(ONS2) 
6.89 (1.89) 
7 
7.52 (1.65) 
8 
U =209531.500 
z = 6.730 
p = .000 (two-tailed) 
Happy yesterday? (ONS3) 
6.98 (2.03) 
7 
7.39 (1.89) 
8 
U =231888.000 
z = -4.085 
p = .000 (two-tailed) 
Anxious yesterday? (ONS4) 
3.56 (2.33) 
3 
3.41 (2.38) 
3 
U =254349.500 
z = -1.449 
p = .147 (two-tailed) 
Mental Well-being (sWEMWBS) 
24.83 (4.38) 
26 
25.91 (4.05) 
26 
U =230621.500 
z = -4.180  
p = .000 (two-tailed) 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
17.22 (4.28) 
17 
16.42 (4.13) 
16 
U =238800.500 
z = -3.229 
p = .001 (two-tailed) 
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Variable Name 
Non-
married 
(n=421) 
Married** 
(n=1267) 
Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Social Identification as Bikers 
(SOCID) 
20.11 (3.35) 
20 
19.77 (3.26) 
20 
U =246402.000 
z = -2.362 
p = .018 (two-tailed) 
Behavioural Risk Composite 
6.08 (3.73) 
5 
5.39 (3.11) 
3 
U =242027.000 
z = -3.055 
p = .002 (two-tailed) 
* Bonferroni correction α/8 = .006 
** ‘Married’ = MMs who self-identified as married or settled in a committed 
relationship. ‘Non-married’ = MMs who are non-married, divorced, separated, or 
widowed. 
 
Mann-Whitney U test results presented in Table 12 show that, for this research sample, 
there were differences in scores, based on MMs marital status. Score distributions were 
similar, assessed by visual inspection (eg Figure 51, below).  
 
 
Figure 51. Example of graph, allowing visual assessment of score distribution between 
dichotomous variable categories. 
 
 273 
 
Married MMs median ‘life satisfaction’ score (8) was statistically significantly greater than 
for non-married MMs (7), U =210615.500, z = -6.614, p = .000 (two-tailed). The median 
‘life worthwhile’ score for married MMs (8) was statistically significantly higher than for 
non-married MMs (7), U = 209531.500, z = -6.730, p = .000 (two-tailed). And, married 
MMs median ‘happy yesterday’ score (8) was statistically significantly higher than for 
non-married MMs (7), U =231888.000, z = -4.085, p = .000 (two-tailed). The median 
‘anxious yesterday’ score for married and non-married MMs was the same (both 3), and 
the two groups’ score distributions were similar. However, the difference between 
married and non-married MMs ‘anxious yesterday’ scores was not statistically significant, 
U =254349.500, z = -1.449, p = .147 (two-tailed). The median mental well-being score for 
both non-married and married MMs was 26, and the two groups’ score distributions were 
similar. However, overall, mental well-being scores for married MMs were statistically 
significantly higher than for non-married MMs, (U =230621.500, z = -4.180, p = .000; two-
tailed). 
 
The median adherence to traditional masculinity ideologies score for married MMs (16) 
was statistically significantly lower than for non-married MMs (17), U =238800.500, z = -
3.229, p = .001 (two-tailed).  The median social identification score for both married and 
non-married MMs was 20, and the two groups’ score distributions were similar. However, 
overall, social identification scores for married MMs were lower than for non-married 
MMs, but not statistically significantly so, U =246402.000, z = -2.362, p = .018 (two-tailed).  
 
Finally, the Behavioural Risk composite variable was calculated using the sample’s scores 
in four areas: comfortable fine weather riding speeds on British A-roads and motorways, 
cigarette smoking, and FAST alcohol screening test results. At 3, married MMs median 
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behavioural risk score was statistically significantly lower than for non-married MMs (5), 
U =242027.000, z = -3.055, p = .002 (two-tailed). 
 
Hypothesis One was supported, statistically significantly on six of eight comparisons. 
 
7.3.2  Hypothesis Two: Differences between non-drinking MMs and those 
whose alcohol use was problematic 
There are documented associations between alcohol use and common mental health 
conditions like anxiety/depression. Moreover, traditional masculinities are stereotypically 
linked to heavy drinking and risk-based accounts of men’s health inequalities. Hypothesis 
Two investigates MMs’ alcohol consumption profiles from the perspective of subjective 
well-being, adherence to traditional masculinity ideologies, social identification as bikers, 
riding speeds and age. 
 
Hypothesis Two: 
It is predicted that non-drinking MMs in the sample, compared with those drinking 
alcohol problematically weekly, daily or almost daily, will have: 
a. Better Mental Well-being as assessed by the Short Warwick Edinburgh Mental 
Well-being Scale (Stewart-Brown et al, 2009); 
b. Lower adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993b); 
c. A lower sense of social identification as Bikers or Motorcyclists, as assessed by the 
adapted Social Identification Scale (Doosje et al, 1995); 
d. Lower reported riding speeds in fine weather on British A-roads;  
e. Lower reported riding speeds in fine weather on British Motorways; and 
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f. Greater likelihood of being older. 
 
‘ALC2HighDry’ is dichotomous independent variable (IV), so a Mann-Whitney U test was 
run to determine if there were differences between the sample’s non-drinkers and those 
drinking problematically weekly, daily or almost daily186 (‘problem drinkers’). Differences 
were examined on mental well-being, adherence to traditional masculinity ideologies, 
social identification, riding speeds and age. For all measures, score distributions and 
median similarities were assessed.  
 
Table 13. Mann-Whitney U test results and Descriptive Statistics for personal and mental 
well-being, adherence to traditional masculinity ideologies, social identification, riding 
speeds and age, between the sample’s Non-drinkers and Problem-drinkers (N=453; cases 
excluded listwise) 
Variable Name 
Non-drinkers 
(n=321) 
Problem 
Drinkers 
(n=132) Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Mental Well-being (sWEMWBS) 
25.67 (4.831) 
27 
25.04 (4.317) 
25 
U =18877.000 
z = -1.829 
p = .067 (two-tailed) 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
16.22 (3.948) 
16 
17.78 (5.044) 
17 
U =17324.500 
z= -3.058 
p = .002 (two-tailed) 
Social Identification as Bikers 
(SOCID) 
19.77 (3.431) 
20 
19.95 (3.332) 
20 
U =20597.500 
z = -.469 
p = .639 (two-tailed) 
A-Road riding speeds in fine 
weather (not Dual Carriageways) 
63.77 (11.48) 
60 
67.91 (13.27) 
70 
U =17111.000 
z = -3.343 
p = .001 (two-tailed) 
Motorway riding speeds in fine 
weather 
77.65 (10.34) 
80 
82.03 (9.59) 
80 
U =15973.500 
z = -4.368 
                                                     
186 Sample was split into four groups: non-drinkers, non-problematic drinkers, problematic drinkers 
monthly/less than monthly, and problematic drinkers weekly, daily or almost daily, as identified via the 
FAST Alcohol Screening Test. Those of interest here are the non-drinkers (group one) and the weekly/daily 
problem drinkers (group four). 
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Variable Name 
Non-drinkers 
(n=321) 
Problem 
Drinkers 
(n=132) Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
p = .000 (two-tailed) 
Age  
45.69 (13.05) 
47 
46.00 (12.26) 
47 
U =17739.500 
z = -2.723 
p = .006 (two-tailed) 
* Bonferroni correction α/6 = .008 
 
Mann-Whitney U results presented in Table 13 show that, for this research sample, the 
median mental well-being score for non-drinking MMs (27) was higher than for problem-
drinking MMs (25), and the two groups’ score distributions were similar. But, overall, 
although mental well-being scores for non-drinking were higher than for their problem-
drinking counterparts, this was not statistically significant, U =18877.000; z = -1.829, p = 
.067 (two-tailed). 
 
At 16, the median adherence to traditional masculinity ideologies for non-drinking MMs 
was statistically significantly lower than for problem-drinkers (17), U =17324.500; z = -
3.058, p = .002 (two-tailed). The median social identification score for both non-drinking 
and problem-drinking MMs was 20, and the two groups’ score distributions were similar. 
However, although non-drinkers were, on average, less socially-identified as bikers, this 
was not statistically significant, U =254349.500, z = -.469, p = .637 (two-tailed). 
 
At 60 mph, the median A-road riding speed of non-drinking MMs was statistically 
significantly lower than for problem-drinkers (70 mph), U =17111.000; z = -3.343, p = .001 
(two-tailed). The median Motorway riding speed was the same for both non-drinking and 
problem-drinking MMs (80 mph), and the two groups’ riding speeds’ distributions were 
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similar. However, overall, Motorway riding speed for non-drinking MMs were statistically 
significantly lower than for problem-drinking MMs, U =15973.500; z = -4.368, p = .000 
(two-tailed). 
 
Finally, the median Age was the same for both non-drinking and problem-drinking MMs 
(47 years old), and the two groups’ ages were distributed similarly. However, overall, the 
age of non-drinking MMs was statistically significantly older than their problem-drinking 
counterparts, U =17739.500; z = -2.723, p = .006 (two-tailed). 
 
Hypothesis Two was partially supported, statistically significantly on four of six 
comparisons. 
 
 
7.3.3.  Hypothesis Three: Differences between MMs with an Advanced 
Rider test and those without 
A range of motorcycle riding tests have been employed during the evolution of British 
motorcycling since the early 1900s and, currently, more than one type of test legally 
confers eligibility to ride on public roads. A great many motorcyclists, me included, ride 
on old-fashioned ‘full’ riding licences. More recently, riders now undergo compulsory 
basic training and must pass a theory and hazard perception test before they are let loose 
on the road. There is no legal requirement to undertake and pass an Advanced Rider test 
such as the Skill for Life offered by the Institute for Advanced Motorcyclists. Hypothesis 
Three investigates underlying differences between MMs in the sample who had passed 
an Advanced Rider test, and those who had not. It does this through the lens of personal 
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well-being, adherence to traditional masculinities, social identification as bikers, age and 
risk-related behavioural lifestyle (alcohol use, smoking, and riding speed).  
 
Hypothesis Three: 
It is predicted that MMs in the sample who had achieved an Advanced Rider award (from 
the Institute of Advanced Motorcyclists, or similar), compared with those riders not 
having passed an Advanced Motorcycling award will have: 
a. Better Personal Well-being as assessed by the ONS Life Satisfaction questions 
(ONS, 2016c); 
b. Lower adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993b); 
c. A lower sense of social identification as Bikers or Motorcyclists, as assessed by the 
adapted Social Identification Scale (Doosje et al, 1995); 
d. Lower scores on the Behavioural Risk Composite variable; and 
e. Greater likelihood of being Older. 
 
‘AdvRidingYN’ is dichotomous independent variable (IV), so a Mann-Whitney U test was 
run to determine whether there were differences between MMs who held an Advanced 
Riding award and those who did not. Differences were examined on the four personal 
well-being measures, adherence to traditional masculinity ideologies, social identification 
as bikers or motorcyclists, behavioural risk composite, riding speeds and age. For all 
measures, score distributions and median similarities were assessed. 
 
Table 14. Mann-Whitney U test results and Descriptive Statistics for personal and mental 
well-being, adherence to traditional masculinity ideologies, social identification and level 
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of behavioural risk-taking, between MMs holding an Advanced Rider award and not 
(N=1720; cases excluded listwise). 
Variable Name  
No Advanced 
Rider Test 
(n=1385) 
Advanced 
Riders Test 
Held (n=335) Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Satisfied with life nowadays 
(ONS1) 
7.13 (1.765) 
7 
7.50 (1.566) 
8 
U =205489.500 
z = -3.319 
p = .001 (two-tailed) 
Think things done 
Worthwhile? (ONS2) 
7.32 (1.754) 
8 
7.62 (1.624) 
8 
U =207156.500 
z = -3.106 
p = .002 (two-tailed) 
Happy yesterday? (ONS3) 
7.24 (1.972) 
8 
7.54 (1.779) 
8 
U =209884.500 
z = -2.755 
p = .006 (two-tailed) 
Anxious yesterday? (ONS4) 
3.47 (2.372) 
3 
3.31 (2.366) 
3 
U =223151.000 
z = -1.101 
p = .271 (two-tailed) 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
16.79 (4.232) 
17 
16.02 (4.001) 
16 
U =212715.000 
z = -2.369 
p = .018 (two-tailed) 
Social Identification as Bikers 
(SOCID) 
19.90 (3.266) 
20 
19.69 (3.348) 
20 
U =223478.500 
z = -1.051 
p = .293 (two-tailed) 
Behavioural Risk Composite 
5.73 (3.398) 
5 
4.93 (2.672) 
3 
U =206976.000 
z = -3.285 
p = .001 (two-tailed) 
Age 
43.55 (12.73) 
46 
50.87 (10.13) 
52 
U =155552.500 
z = -9.374 
p = .000 (two-tailed) 
* Bonferroni correction α/8= 0.00625 
 
Mann-Whitney U results presented in Table 14 show that, for this research sample, the 
median life satisfaction score for MMs who had passed an Advanced Rider test (8) was 
statistically significantly greater than for MMs that had not passed one (7), U 
=205498.500, z = -3.319, p = .001 (two-tailed). The median ‘life worthwhile’ score for both 
MMs who had passed and who had not passed an Advanced Rider test was 8, and the two 
groups’ score distributions were similar. But, overall ‘life worthwhile’ scores for MMs who 
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had passed an Advanced Rider test were statistically significantly higher than for the MMs 
that had not passed one, U =207156.500, z = -3.106, p = .002 (two-tailed).  
 
The median ‘happy yesterday’ score for both MMs who had passed and who had not 
passed an Advanced Rider test was 8, and the two groups’ score distributions were 
similar. But, overall ‘happy yesterday’ scores for MMs who had passed an Advanced Rider 
test were statistically significantly higher than for those who had not passed one, U 
=209884.500, z = -2.755, p = .006 (two-tailed). The median ‘anxious yesterday’ score was 
also the same for both groups (3), and score distributions were similar. Overall, ‘anxious 
yesterday’ scores were lower for MMs who had passed an Advanced Rider test, but this 
was not statistically significant, U =223151.000, z = -1.101, p = .271 (two-tailed).  
 
At 16, the median adherence to traditional masculinity ideologies for MMs who had 
passed an Advanced Rider test was lower than the 17 scored by MMs who had not passed 
one, this was not statistically significant, U =212715.000, z = -2.369, p = .018 (two-tailed). 
The median social identification score for both those who had passed an Advanced Rider 
test and those who had not (both 20), and both groups’ scores were distributed similarly. 
Although those who had passed the test were less socially identified as bikers, this was 
not statistically significant, U =223478.500, z = -1.051, p = .293 (two-tailed). 
 
The median composite behavioural risk score of MMs who had passed an Advanced Rider 
test (3) was statistically significantly lower than for MMs who had not passed one (5), U 
=206976.000, z = -3.285, p = .001 (two-tailed). Also, at 52, the median Age of MMs who 
had passed an Advanced Rider test was statistically significantly older than for MMs who 
had not passed one (46), U =155552.500, z = -9.374, p = .000 (two-tailed). 
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Hypothesis Three was partially supported, statistically significantly on five of eight 
comparisons. 
 
 
7.3.4  Hypothesis Four: Differences between MMs who ride in all-male 
groups and those who ride alone 
Peer effects of group motorcycle riding on voluntary risk-taking behaviours such as riding 
at speed are well-established and, fatality rates increase with engine size. Evidence links 
larger engine sizes with leisure-, long-term and ‘returning’ (older) riders (DfT, 2005a:11). 
 
Hypothesis Four: 
It is predicted that MMs in the research sample who always/often ride in all-male groups, 
compared with those who always/often ride alone, will have: 
a. Higher adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993a); 
b. Higher social identification as Bikers or Motorcyclists, as assessed by the adapted 
Social Identification Scale (Doosje et al, 1995); 
c. Higher Behavioural Risk Composite scores; 
d. Higher riding speeds in fine weather on British A-roads;  
e. Higher riding speeds in fine weather on British Motorways;  
f. Motorcycles with larger engine capacity; and 
g. Greater likelihood of being Older. 
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A Mann-Whitney U test was run to determine if there were differences between MMs in 
the sample who tended to ride in all-male groups ‘always’ or ‘often’, and those who 
tended to ride alone. Differences were examined on the men’s adherence to traditional 
masculinity ideologies, social identification, composite behavioural risk, riding speeds, 
motorcycle engine size and age. For all measures, score distributions and median 
similarities were assessed. 
 
Table 15. Mann-Whitney U test results and Descriptive Statistics for adherence to 
traditional masculinity ideologies, social identification, behavioural risk-taking, riding 
speeds, motorcycle engine size and MMs age, between All-Male Group versus Lone Rider 
preferences (N=1239; cases excluded listwise). 
Variable Name 
All-male 
Group Rider 
(n=253) 
Lone Rider 
(n=986) 
Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
17.13 (4.277) 
17 
16.31 (4.049) 
16 
U =110236.500 
z = -2.863 
p = .004 (two-tailed) 
Social Identification as Bikers 
(SOCID) 
20.81 (3.037) 
21 
19.36 (3.331)  
20 
U =90862.000 
z = -6.717 
p = .000 (two-tailed) 
Behavioural Risk Composite 
5.91 (3.256) 
5 
5.42 (3.208) 
3 
U =113164.000 
z= -2.448 
p = .014 (two-tailed) 
A-Road riding speeds in fine 
weather (not Dual Carriageways) 
67.76 (11.19) 
70 
65.38 (11.45) 
60 
U =110769.000 
z = -2.881 
p = .004 (two-tailed) 
Motorway riding speeds in fine 
weather 
80.27 (9.13) 
80 
79.31 (9.29) 
80 
U =117366.500 
z = -1.566 
p = .117 (two-tailed) 
Motorcycle Engine Size 
974.94 (399) 
1000 
868.76 (345) 
865 
U =102984.500 
z = -4.290 
p = .000 (two-tailed) 
Age 
45.49 (13.13) 
48 
44.40 (12.45) 
46 
U =114272.000 
z = -2.060 
p = .039 (two-tailed) 
* Bonferroni correction α/7= 0.007 
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Mann-Whitney U results presented in Table 15 show that, for this research sample, the 
median ‘adherence to traditional masculinity ideologies’ score for MMs who ride in all-
male groups always/often (17) is statistically significantly higher than for MMs who prefer 
to ride alone (16), U =110236.500, z = -2.863, p = .004 (two-tailed). Similarly, the median 
‘social identification’ score for MMs who ride in all-male groups always/often (21) is 
statistically significantly higher than for lone riders (20), U =90862.000, z = -6.717, p = .000 
(two-tailed).  
 
The median ‘behavioural risk composite’ score for MMs in the sample who ride in all-male 
groups always/often (5) is higher than for their lone-rider counterparts (3). Both groups’ 
score distributions were similar and although the median score was higher for all-male 
group riders, this was not statistically significantly so, U =113164.000, z = -2.448, p = .014 
(two-tailed).  
 
When riding speeds on the two road-types riding were examined individually the median 
A-road riding speed for MMs riding in all-male groups always/often (70) was statistically 
significantly faster than for lone riders (60), U =110769.000, z = -2.881, p = .004 (two-
tailed). Median Motorway riding speed for MMs who ride in all-male groups always/often 
and lone riders was the same (80), and the score distributions were similar. Although 
MMs who ride in all-male groups typically reported riding faster on motorways than lone 
riders, this was not statistically significant, U =117366.500, z = -1.566, p = .117 (two-
tailed). 
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At 1000cc, the median bike engine size for MMs in the sample riding in all-male groups 
always/often was statistically significantly larger than the main/only riding machine bike 
engine size reported by their lone-riding counterparts (865cc), U =102984.500, z = -4.290, 
p = .000 (two-tailed). Also, although the median ‘Age’ of MMs in the sample riding in all-
male groups always/often (48) was older than lone-riding counterparts (46), this was not 
statistically significantly so, U = 114272.000, z = -2.060, p = .039 (two-tailed). 
 
Hypothesis Four was partially supported, statistically significantly on four of seven 
comparisons. 
 
 
7.4  Additional Analyses – the Wild Card items 
This section focuses first on two areas representing risk-taking in social relationships and 
it ends with results from a test of voluntary behavioural lifestyle choices associated with 
risk-taking, at the interface with MMs self-categorised motorcycle-related social group. 
 
In addition to ranks-based Mann-Whitney U tests (Hypotheses Five, Six and Seven A), a 
Kruskall-Wallis test was undertaken to investigate Hypothesis Seven B. The Kruskal-Wallis 
H test is often considered as the non-parametric alternative to the one-way ANOVA, and 
unlike ANOVA, accommodates the analysis of ordinal dependent variables. The Kruskal-
Wallis H test is ranks-based and detects, with increasing power, exceptions to 
stochastic187 homogeneity (Vargha and Delaney, 1998). This test can be used to 
                                                     
187 Stochastic: having a random probability distribution or pattern that may be analysed statistically but may 
not be predicted precisely. Stochastic homogeneity is equivalent to equality of rank mean expected values 
(Vargha and Delaney, 1998).  
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determine if there are statistically significant differences between two or more groups of 
an independent variable on a continuous or ordinal dependent variable. The Kruskal-
Wallis H possesses its own unique characteristics (such as the assumption of similarly-
shaped distributions) that must be accounted-for during use and when interpreting 
results (Laerd Statistics, 2015). Following the Kruskal-Wallis H test, I also carried out post 
hoc analyses based on Dunn’s (1964) procedure with a Bonferroni correction for multiple 
comparisons. 
 
The practice of deception is a popular relational strategy promoted in men’s magazines 
(Spalding et al, 2010) and the use of ‘serious lies’ is a functional image management tactic 
used to protect one’s own interests (De Paulo et al, 2004). Given this, my survey explored 
the presence of these phenomena alongside social identification in the research sample, 
testing their relationships in two areas: group differences in prioritising motorcycling over 
personal relationships and group differences in motorcycle-related financial deception 
within men’s closest social circle. These are investigated via Hypotheses Five and Six, 
below. 
 
 
7.4.1  Hypothesis Five: Differences between MMs who had at times 
prioritised motorcycling over personal relationships and those who had not 
It is predicted that MMs in the research sample who agreed with a statement indicating 
they had at times chosen motorcycling over personal relationships will have: 
a. Higher adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993a); 
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b. Higher social identification as Bikers or Motorcyclists, as assessed by the adapted 
Social Identification Scale (Doosje et al, 1995); 
c. Higher scores on the Behavioural Risk Composite variable; 
d. Higher riding speeds in fine weather on British A-roads;  
e. Higher riding speeds in fine weather on British Motorways; and 
f. Greater likelihood of being Younger. 
 
A Mann-Whitney U test was run to determine if there were differences between MMs in 
the research sample who ‘agreed’ or ‘disagreed’ with the statement “At times I have 
chosen motorcycling over personal relationships”. Differences were examined on MMs 
adherence to traditional masculinity ideologies, social identification, composite 
behavioural risk, riding speeds and age. For all measures, score distributions and median 
similarities were assessed. 
 
Table 16. Mann-Whitney U test results and Descriptive Statistics for adherence to 
traditional masculinity ideologies, social identification, behavioural risk-taking, riding 
speeds and age, between MMs who ‘agreed’ or ‘disagreed’ with the statement “At times I 
have chosen motorcycling over personal relationships” (N=1719; cases excluded listwise). 
Variable Name 
Disagree 
(n=1070) 
Agree 
(n=649) 
Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
16.09 (3.873) 
16 
17.58 (4.540) 
17 
U =281752.500 
z = -6.580 
p = .000 (two-tailed) 
Social Identification as Bikers 
(SOCID) 
19.11 (3.329) 
19 
21.08 (2.803) 
21 
U =222350.500 
z = -12.614 
p = .000 (two-tailed) 
Behavioural Risk Composite 
5.12 (3.023) 
3 
6.31 (3.570) 
5 
U =280325.000 
z = -7.185 
p = .000 (two-tailed) 
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Variable Name 
Disagree 
(n=1070) 
Agree 
(n=649) 
Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
A-Road riding speeds in fine 
weather (not Dual Carriageways) 
64.45 (10.59) 
60 
67.67 (12.36) 
70 
U =297109.500 
z = -5.259 
p = .000 (two-tailed) 
Motorway riding speeds in fine 
weather 
78.36 (9.05) 
80 
81.00 (9.35) 
80 
U =293870.500 
z = -5.763 
p = .000 (two-tailed) 
Age 
46.06 (12.28) 
48 
43.31 (12.87) 
46 
U =307495.000 
z = -3.983 
p = .000 (two-tailed) 
* Bonferroni correction α/6= 0.008 
 
Mann-Whitney U results presented in Table 16 show that, for this research sample, the 
median score for MMs who agreed that “At times I have chosen motorcycling over 
personal relationships” were statistically significantly more likely to adhere to traditional 
masculinity ideologies (17) than those who disagreed (16), U =281752.500, z = -6.580, p = 
.000 (two-tailed). The median agreed score (21) was also statistically significantly higher 
for social identification as bikers/motorcyclists than those who disagreed (19), U 
=222350.500, z = -12.614, p = .000 (two-tailed). Compared with MMs who disagreed with 
the statement (3), the median score of MMs who agreed (5) was statistically significantly 
higher for behavioural risk on the composite item that considered their alcohol use, 
smoking and riding speeds together, U =280325.000, z = -7.185, p = .000 (two-tailed). 
 
 When riding speeds were examined as individual DVs, the median speed of MMs who 
agreed with the statement (70) was statistically significantly faster than MMs who 
disagreed with it (60), U =297109.500, z = -5.259, p = .000 (two-tailed). Motorway median 
riding speeds were 80 for both groups and the score distributions were the same but, 
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overall, the ridings speeds of MMs who agreed with the statement were statistically 
significantly faster, U =293870.500, z = -5.763, p = .000 (two-tailed).  
 
Finally, the median Age for MM’s who agreed with the statement (46) was statistically 
significantly younger than for MMs who disagreed with it (48), U =307495.000, z = -3.983, 
p = .000 (two-tailed). 
 
Hypothesis Five was supported, statistically significantly on all six comparisons. 
 
 
7.4.2  Hypothesis Six: Differences between MMs who at times had hidden 
their motorcycle-related spending and those who had not 
It is predicted that MMs in the research sample who ‘agreed’ with the statement “At 
times I have hidden what I spend on my motorcycle, or my bike-related social life 
from family or friends”, will have: 
a. Higher adherence to traditional masculinity ideologies, as assessed by the Male 
Role Attitudes Scale (Pleck et al, 1993a); 
b. Higher social identification as Bikers or Motorcyclists, as assessed by the adapted 
Social Identification Scale (Doosje et al, 1995); 
c. Higher scores on the Behavioural Risk Composite variable; 
d. Higher riding speeds in fine weather on British A-roads;  
e. Higher riding speeds in fine weather on British Motorways; and 
f. Greater likelihood of being Younger. 
 
 289 
 
A Mann-Whitney U test was run to determine if there were differences between MMs in 
the sample who agreed or disagreed with the statement “At times I have hidden what I 
spend on my motorcycle, or my bike-related social life from family or friends”. Differences 
were examined on the men’s adherence to traditional masculinity ideologies, social 
identification, composite behavioural risk, riding speeds and age. For all measures, score 
distributions and median similarities were assessed. 
 
Table 17. Mann-Whitney U test results and Descriptive Statistics for adherence to 
traditional masculinity ideologies, social identification, behavioural risk-taking, riding 
speeds and age, between MMs who ‘agreed’ or ‘disagreed’ with the statement “At times I 
have hidden what I spend on my motorcycle, or my bike-related social life from family or 
friends” (N=1719; cases excluded listwise). 
Variable Name 
Disagreed 
(n=1110) 
Agreed Rider 
(n=609) 
Significance* 
Mean (SD) 
Median 
Mean (SD) 
Median 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
16.21 (4.026) 
16 
17.45 (4.388) 
17 
U =284079.000 
z = -5.492 
p = .000 (two-tailed) 
Social Identification as Bikers 
(SOCID) 
19.52 (3.260) 
20 
20.47 (3.236) 
21 
U =275751.500 
z = -6.373 
p = .000 (two-tailed) 
Behavioural Risk Composite 
5.28 (3.049) 
3 
6.10 (3.631) 
5 
U =297747.500 
z = -4.381 
p = .000 (two-tailed) 
A-Road riding speeds in fine 
weather (not Dual Carriageways) 
64.91 (10.84) 
60 
67.03 (12.25) 
70 
U =306336.500 
z = -3.368 
p = .001 (two-tailed) 
Motorway riding speeds in fine 
weather 
78.82 (8.85) 
80 
80.33 (9.89) 
80 
U =307511.000 
z = -3.338 
p = .001 (two-tailed) 
Age 
46.41 (12.09) 
48 
42.49 (12.57) 
47 
U =281025.500 
z = -5.790 
p = .000 (two-tailed) 
* Bonferroni correction α/6= 0.008 
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Mann-Whitney U results presented in Table 17 show that, for the research sample, the 
median score of MMs who agreed with the statement “At times I have hidden what I 
spend on my motorcycle, or my bike-related social life from family or friends” (17) was 
statistically significantly higher for adherence to traditional masculinity ideologies than 
for MMs who disagreed with it (16), U =284079.000, z = -5.492, p = .000 (two-tailed). The 
median agreed score (21) was also statistically significantly higher for social identification 
as bikers/motorcyclists than those who disagreed (20) U =275751.500, z = -6.373, p = .000 
(two-tailed). Compared with MMs who disagreed with the statement (3), the median 
score of MMs who agreed (5) was statistically significantly higher for behavioural risk on 
the composite item that considered their alcohol use, smoking and riding speeds 
together, U = 297747.500, z = -4.381, p = .000 (two-tailed). 
 
When riding speeds were examined as individual DVs, the median speed of MMs who 
agreed with the statement (70) was statistically significantly faster than MMs who 
disagreed with it (60), U =306336.500, z = -3.368, p = .001 (two-tailed). Motorway riding 
speeds were 80 for both groups and score distributions were the same but, overall, the 
median riding speed of MMs who agreed were statistically significantly faster, U 
=307511.000, z = -3.338, p = .001 (two-tailed).  
 
Finally, the median Age for MM’s who agreed with the statement (47) was statistically 
significantly younger than for MMs who disagreed with it (48), U =281025.500, z = -5.790, 
p = .000 (two-tailed). 
 
Hypothesis Six was supported, statistically significantly on all six comparisons. 
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7.4.3  Hypothesis Seven: Differences between MMs depending on their 
‘most comfortable with’ main riding affiliation 
Investigating the presence of similarities and differences between subgroups of interest in 
a wider population, first requires the definition of such groups. Extant research already 
identifies two dominant motorcycling subgroups (Advanced Expert and Performance 
style; Haigh and Crowther, 2005). However, from a long-term ethnographic perspective, 
other forms of presentation are also commonplace. During survey design, I explored this 
to some degree with a small number of MMs leading to the creation of two survey items: 
one inviting MMs to self-define by choosing from a list of 42 attributors (eg loyal), the 
second testing a tentative theoretic typology of riding affiliations. Hypothesis Seven 
investigates the latter, using that eight-option typology to explore differences in group 
membership associated with men’s ‘most comfortable with’ riding affiliations. This item 
will become the subject of future research, and clarification using Q-sort methodology. 
 
 Hypothesis Seven: 
It is predicted that, as self-categorised under the eight ‘most comfortable with’ riding 
affiliation subgroups, MMs in the sample will demonstrate the following: 
a. Compared with Advanced Expert-style riders, Old-school, Black Leather Bikers will 
adhere more strongly to traditional masculinity ideologies, be more socially 
identified as bikers/motorcyclists, report more problematic drinking, smoke more, 
be more likely to ‘agree’ to having put motorcycling before personal relationships 
and at times hiding their motorcycle-related spending from family/friends. 
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b. Performance-style Road riders will have higher Behavioural Risk composite scores 
than both Advanced Expert-style riders and Old-school, Black Leather Bikers, and 
they will also be younger.  
 
7a) A Mann-Whitney U test was run to determine whether there were differences 
between MMs selecting Old-school, Black Leather and those selecting Advanced Expert-
style as their ‘most comfortable with’ riding affiliation. Differences were tested on 
adherence to traditional masculinity ideologies, social identification as bikers/ 
motorcyclists, alcohol use, smoking behaviour, prioritising before personal relationships 
and/or hiding motorcycle-related spending from family/friends. All measures’ score 
distributions and median similarities were assessed. 
 
Table 18. Mann-Whitney U test results and Descriptive Statistics for adherence to 
traditional masculinity ideologies, social identification as bikers/motorcyclists, alcohol 
use, smoking behaviour, inclination to put motorcycling before personal relationships 
and/or hide their motorcycle-related spending from family/friends, between MMs 
selecting Old-school, Black Leather and those selecting Advanced Expert-style as the 
‘most comfortable with’ riding affiliation (N=652; cases excluded listwise). 
Variable Name 
Old-school, 
Black Leather 
(n=240) 
Advanced 
Expert-style 
(n=412) Significance* 
Mean (SD) 
Median (dist) 
Mean (SD) 
Median (dist) 
Adherence to Traditional 
Masculinity Ideologies (MRAS) 
17.04 (4.425) 
17 
> median 103 
<= median 137 
16.09 (3.956) 
16 
> median 151 
<= median 261 
U =43636.000 
z = -2.509 
p = .012 (two-tailed) 
Social Identification (SOCID) 
21.20 (2.953) 
22 
> median 102 
<= median 138 
19.59 (3.034) 
20 
> median 153 
<= median 259 
U =33693.500 
z = -6.859 
p = .000 (two-tailed) 
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Variable Name 
Old-school, 
Black Leather 
(n=240) 
Advanced 
Expert-style 
(n=412) Significance* 
Mean (SD) 
Median (dist) 
Mean (SD) 
Median (dist) 
Alcohol Use (2 = drinks, but not 
problematically) 
2  
> median 52 
<= median 188 
2  
> median 52 
<= median 360 
U =46418.000 
z = -1.563 
p = .118 (two-tailed) 
Smoking Behaviour (1 = non-
smoker) 
1  
> median 78 
<= median 162 
1  
> median 64 
<= median 348 
U =40816.500 
z = -5.155 
p = .000 (two-tailed) 
Bike before relationships 
(3.5 = mid-way, agree/disagree 
2 = disagree a lot) 
3.5  
> median 120 
<= median 120 
2  
> median 109 
<= median 303 
U =36208.000 
z = -5.860 
p = .000 (two-tailed) 
Hidden bike-related spending 
(2 = disagree a lot 
1 = disagree completely) 
2  
> median 102 
<= median 138 
1  
> median 152 
<= median 260 
U =45655.000 
z = -1.746 
p = .081 (two-tailed) 
* Bonferroni correction α/6= 0.0083 
 
Mann-Whitney U results presented in Table 18 show that, for this research sample, the 
median ‘adherence to traditional masculinity ideologies’ score for Old-school, Black 
Leather bikers (17) was higher than for Advanced Expert-style riders (16), but not 
statistically significantly so, U =43636.000, z = -2.509, p = .012 (two-tailed). The Old-
school, Black Leather bikers’ median ‘social identification’ score (22) was statistically 
significantly higher than for Advanced Expert-style riders (20), U =33693.500, z = -6.859, p 
= .000 (two-tailed). 
 
The median ‘alcohol use’ score for Old-school, Black Leather bikers and Advanced Expert-
style riders was the same (both 2 – alcohol use, but not problematic), as was the median 
‘smoking behaviour’ score (both 1 – non-smoker). Alcohol use between the groups was 
not statistically significantly different, U =46418.000, z = -5.155, p = .118 (two-tailed). 
However, this was not the case for smoking, where distributions were not similar, as 
assessed by visual inspection. Smoking scores (a sliding scale of cigarettes smoked, per 
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day) for Old-School, Black Leather bikers (mean rank = 362.43) were statistically 
significantly higher than for Advanced Expert-style riders (mean rank = 305.57), U 
=40816.500, z = -5.860, p = .000 (two-tailed). 
 
The median score for agreeing/disagreeing with the statement, “At times I have chosen 
motorcycling over personal relationships” for Old-school, Black Leather bikers (3.5 - 
agree) was statistically significantly higher than for Advanced Expert-style riders (2), U 
=36208.000, z =-5.860, p .000 (two-tailed).  
 
The median score for agreeing/disagreeing with the statement, “At times I have hidden 
what I spend on my motorcycle, or my bike-related social life from family or friends” for 
Old-school, Black Leather bikers (2 – disagree a lot) was higher than for Advanced Expert-
style riders (1), but not significantly so, U =45655.000, z =-1.746, p .081 (two-tailed). 
 
Hypothesis 7a (group differences) was partially supported, statistically significantly on 
three of six comparisons. 
 
7b) A Kruskal-Wallis H test (non-parametric ranks-based test that does not require equal 
standard deviations to be present) was run to determine whether there were differences 
between MMs ages, and scores on the behavioural risk composite, between MMs who 
self-affiliated with Advanced Expert-style (AER), Old-school, Black Leather (OBL) and 
Performance-style Road Rider (PRR) as their ‘most comfortable with’ riding affiliation 
(MCWRA).  
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Figure 52. Boxplots for assessing distribution similarity by Age and behavioural risk-taking. 
 
The Kruskal-Wallis test revealed the presence of significant differences in MMs ages, and 
levels of behavioural risk-taking, depending on their self-selected MCWRA. Scores were 
not distributed similarly for all groups, assessed by visual inspection of boxplots (above). 
MCWRA scores were statistically significant between the riding affiliation subgroups, for 
MMs ages and levels of behavioural risk-raking X2 (3) = 145.710, p = .000.  
 
Table 19. Kruskal-Wallis H test results and descriptive statistics for levels of behavioural 
risk-taking and age, between MMs selecting ‘Advanced Expert-style’, ‘Old-school, Black 
Leather’ and ‘Performance-style Road rider’ as their ‘most comfortable with’ riding 
affiliation (total N=942). 
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Variable Name 
Advanced 
Expert-style 
riders (AER) 
(N=411) 
Old-school, 
Black Leather 
bikers (OBL) 
(N=239) 
Performance-
style Road 
riders (PRR) 
(N=292) 
Significance 
Median/ 
distribution 
Median/ 
distribution 
Median/ 
distribution 
Behavioural 
Risk composite 
3 
> Median 
(n=113) 
<= Median 
(n=298) 
5 
> Median 
(n=99) 
<= Median 
(n=140) 
7 
> Median 
(n=156) 
<= Median 
(n=136) 
)X2 (3) = 
145.710 
P = .000 
Age 
50 years old 
> Median 
(n=245) 
<= Median 
(n=166) 
49 years old 
> Median 
(n=152) 
<= Median 
(n=87) 
39 years old 
> Median 
(n=72) 
<= Median 
(n=220 
 
 
Subsequently, pairwise comparisons were performed using Dunn's (1964) procedure. A 
Bonferroni correction for multiple comparisons was made, with statistical significance 
accepted at the p <.025 level. Values are for mean ranks. This post hoc analysis revealed 
statistically significant differences in MCWRA scores between the PRR (312.07) and AER 
(542.14) (p = .000), and PRR and OBL (550.78) (p = .000) riding affiliation groups, but not 
between AER and OBL groups. (Laerd Statistics, 2015). Pairwise comparisons between the 
three motorcycling affiliations are conceptualised visually, below. 
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Figure 53. Pairwise comparisons of Advanced Expert-style, Old-school, Black Leather and 
Performance-style Road riders (N=942). 
 
Hypothesis 7b (group differences) found that statistically significant group differences 
were present based on men’s ‘most comfortable with’ riding affiliation, behavioural risk 
composite score and age, but that these depended on which riding affiliation type a man 
felt most affiliated with. 
 
 
7.5  Qualitative comments: 
A total of 319 MMs left comments in the final free-text box inviting feedback on either 
motorcycling in general, or the survey itself. Figure 54 breaks down the number of such 
comments by respondents’ age band. 
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Figure 54. Qualitative feedback on motorcycling in general, or the survey itself (N=319). 
 
Respondents’ comments are included briefly in Chapter Eight: Qualitative Analyses. But, I 
end this section by quoting one bike-related comment from each of the six age bands: “I 
believe being a ‘Biker’ and being a ‘Motorcyclist’ are two very different things” (16-24 age 
group); “I am… transgender (M2F) currently living most of my life in the male role but this 
is changing… there are a lot of us… into motorcycling, so although we don’t fit into the 
classical male or female roles, we like the freedom and expression motorcycling gives us” 
(25-34 age group); “We bikers are a friendly lot, because we understand what it’s like to 
almost fly without wings…” (35-44 age group); “As a child and at other times in life I have 
dreamt I could fly, absolute freedom despite a slight sense of danger. Riding a motorcycle 
is the closest to the feeling of those dreams” (45-54 age group); “As a paraplegic (not 
bike-related) my trike gives me a very special kind of freedom…” (55-64 age group); 
“Before there were national speed limits I was quite comfortable on ‘A’ roads at 80+mph, 
and nearer 100mph on dual carriageways…” (65+ age group). 
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7.6  Summary of Key Findings from Quantitative Analysis 
A lengthy and effortful campaign ensured the survey was published in widely diverse, 
motorcycling-related online platforms, resulting in a large, purposive sample of 1752 male 
motorcyclists (MMs) who completed it. These men were typically 45 years old (SD 12.6 
years) although their ages ranged from 16-77, representing over 60 years’ social change: 
the oldest born in 1935, the youngest in 1996. The MMs were mainly ‘white British’ men 
(88%, of 1717 reporting ethnicity), who were mostly ‘married’ or in an equivalent stable, 
settled relationship with a partner of any sexuality (75%, of 1720 reporting relationship 
status). Most were in full-time paid work, self-employment, or had retired (68%, 30% and 
30%, respectively, of 1734 reporting work status). 
 
Based on four personal well-being items from the ONS (Dolan et al, 2011) inviting one to 
rate oneself on a scale of 1 to 10, where 1 was ‘not at all’ and 10 was ‘completely’, the 
MMs overall ‘life satisfaction’ cognitive self-evaluation rating was 7.2/10, and 74% scored 
7-10 at the positive end of the scale. The overall ‘life worthwhile’ eudaimonic/functional 
well-being rating was 7.47/10 and 76% scored 7-10 at the positive end of the scale. The 
overall ‘happy yesterday’ positive hedonic well-being rating was 7.29/10 and 54% scored 
8-10 at the positive end of the scale. The overall ‘anxious yesterday’ negative hedonic 
well-being rating (using a reverse-rated scale) was 3.4/10. Again, most MMs (87%) scored 
1-6 at the positive end of the scale. MMs overall self-rated mental well-being (measured 
by positively-worded 7-item sWEMWBS; Stewart-Brown et al, 2009) was 26.65 (SD 4.15) 
from a possible score range of 7-35. MMs reporting highest mental well-being were the 
aged 65+ and those reporting lowest mental well-being were aged 45-54, the largest Age-
group in the sample.  
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Married MMs reported statistically significantly better subjective well-being on four of 
five measures used in this survey, compared with non-married MMs. For ‘anxious 
yesterday’, they still scored more favourably, but not significantly so. Other subgroups 
scoring well here were MMs who had passed an Advanced Rider test, who reported 
statistically significantly better personal well-being on the three positive ONS items, than 
MMs who had not passed a similar test. On ‘anxious yesterday’, they also did more 
favourably, but not significantly so. MMs who were most comfortable affiliating with Off-
road bikers had the highest ‘life satisfaction’, while Old-school, Black Leather bikers had 
the lowest. Those most comfortable affiliating with Advanced Expert-style riders had the 
highest ‘life worthwhile’ scores, while Adventure/Tourers had the lowest. Classic Bike 
Enthusiasts were ‘happiest yesterday’, while MMs who mostly raced or did track-days 
were least ‘happy yesterday’. Conversely, the same group were least ‘anxious yesterday’ 
and Off-road riders were most. Finally, MMs who saw themselves as Daily, commuter-
style riders had the lowest mental well-being scores, and Advanced Expert-style riders 
had the highest. 
 
MMs overall self-rated adherence to traditional masculinity ideologies (measured using 
the Male Role Attitude Scale; Pleck et al, 1993b) was 16.64 (SD 4.198) from a possible 
score range of 8-32. MMs rating themselves most strongly adhered were 16-24 years old 
and those aged 65+. Men least adhered to traditional masculinity ideologies were aged 
45-54. Non-married MMs were statistically significantly more strongly adhered than their 
non-married, as were MMs who drank alcohol hazardously or harmfully weekly, daily, or 
almost daily. Similar findings emerged for MMs that agreed, rather than disagreed with 
two interpersonal risk statements: “At times I have put motorcycling before personal 
relationships” and “At times I have hidden the amount I spend on my motorcycle, or bike-
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related social life from family and friends”. MMs most comfortable affiliating with Off-
road/Dirt-bikers adhered most strongly to traditional masculinity ideologies, whereas 
Advanced Expert-style riders did the least. And, finally, MMs who rode in all-male groups 
always or often were statistically significantly more strongly adhered than lone-rider 
counterparts. They also rode statistically significantly larger engine-capacity motorcycles 
and made riskier behavioural lifestyle choices concerning alcohol use, smoking and ridings 
speeds. 
 
MMs overall self-rated social identification as bikers/motorcyclists (there is a qualitative 
difference; see Chapter Eight) was measured by an ipsative, adapted Social Identification 
Scale (Doosje et al, 1995) and was 19.86 (SD 3.282) from a possible score range of 4-24. 
MMs rating themselves most socially identified as bikers/motorcyclists were 16-24 years 
old and those aged 65+. Least socially-identified men were aged 25-34. MMs that had 
passed an Advanced Rider test were less socially-identified than MMs who had not and, 
of the eight riding affiliations, the most socially identified were the Old-school, Black 
Leather bikers.  
 
MMs overall composite behavioural risk level, combining MMs self-rated alcohol use, 
smoking, and riding speeds in fine weather on British A-roads and motorways, was 5.57 
(SD 3.284) from a possible score range of 3-20 and a median of 3. MMs demonstrating 
the highest behavioural risk were aged 16-24 (eg 13% drank problematically weekly, daily, 
or almost daily, 29% rode at least 20 mph above national limits for A-roads and 36% rode 
similarly fast on motorways). Those demonstrating lowest composite risk were the oldest, 
aged 65+.  
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Married MMs demonstrated statistically significantly lower composite risk than non-
married counterparts, as did those with Advanced Rider tests compared with MMs who 
had not passed a similar test. Most MMs screened as drinking problematically most often 
(weekly, daily, or almost daily) came from the largest age group (45-54 years old). Those 
drinking most problematically also rode their motorcycles statistically significantly faster 
than non-drinking MMs, both on A-roads and motorways. Similarly of MMs who agreed, 
rather than disagreed MMs with two interpersonal risk statements: “At times I have put 
motorcycling before personal relationships” and “At times I have hidden the amount I 
spend on my motorcycle, or bike-related social life from family and friends”. Results from 
hypotheses numbered one to six (inclusive) are summarised in Table 20; see below.  
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Table 20. Summary of key quantitative results from hypotheses one to six, inclusive. 
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MMs ‘most comfortable with’ riding affiliation demonstrating the lowest composite 
behavioural risk were the Off-road/Dirt-bikers, followed by Advanced Expert-style riders. 
Those demonstrating the highest composite behavioural risk affiliated most closely with 
Performance-style Road riders. MMs in that same subgroup also showed proportionately 
the highest number of problem-drinkers of all eight riding affiliations). Finally, when 
comparing the abstemious Advanced Expert-style riders, Performance-style Road riders 
and stereotypically heavy-drinking, smoking, bad-boys (Old-school, Black Leather bikers), I 
found the difference between Advanced Experts and Old-school, Black Leather bikers’ risk 
scores was marginal. And, that both groups’ survey responses on the four criterion items, 
when combined, indicated statistically significantly less risk than did those made by MMs 
who affiliated as Performance-style Road riders. 
 
The results from my statistical analyses will be considered in greater detail in Chapter 
Nine: Data Integration, where their convergence with the qualitative findings from male 
motorcyclists’ health and well-being narratives (presented next, in Chapter Eight) and 
their gendered, socially-identified leisure praxes are also discussed, alongside key texts 
from the literature.  
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CHAPTER EIGHT: Qualitative Data Analysis – The Interviews 
“…to talk of the construction of meaning188 is to talk of the construction 
of a meaningful reality.189”         Michael Crotty (1998: 10). 
 
8.1  Chapter introduction 
Chapter Eight will address my second research question, “What are male motorcyclists’ 
understandings of health and well-being, and how are they expressed?” To do this, I will 
present my qualitative thematic analysis (TA), which conformed to Braun and Clarke’s six 
steps: initial data familiarisation, initial code generation, searching for themes, reviewing 
themes, defining/naming themes, and producing the report (see Braun and Clarke, 2006: 
87).  
 
In Chapter Seven, I reported on my survey’s snapshot of 1752 men’s responses to varied 
quantitative measures. That data enabled me to establish in which circumstances and to 
what statistically-measurable degree relationships existed between those men’s mental 
well-being, adherence to masculinity ideologies, social identification and leisure praxes. In 
chapters Eight and Nine, the qualitative data from my semi-structured interviews will help 
me to explain why these relationships might have come about. Using qualitative data has 
allowed me to immerse myself, analytically and interpretatively, in the autobiographical 
accounts of health, well-being and motorcycling I collected with a purposive, randomly-
selected subset of survey respondents.190 Chapter Eight focuses specifically on a TA of the 
men’s discursive constructions of health and well-being. Using this qualitative approach 
                                                     
188 Epistemology. 
189 Ontology. 
190 Chapter Six: Methodology provides a full sampling frame for both survey and interviews. 
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applies my second paradigmic lens. Triangulation is common in mixed methods research 
designs (O’Cathain et al, 2010), and it enables researchers to capture “a more complete, 
holistic and contextual portrayal” (Jick, 1979: 603). It facilitates the effective integration 
of quantitative results and qualitative findings into a single valid, coherent discussion of 
research outcomes.  
 
 
8.2 Qualitative inquiry 
Qualitative inquiry is defined and informed by its constructivist nature and TA is a highly 
flexible, yet systematic and interpretative means by which to identify, analyse and reports 
patterns in qualitative data. TA requires the application of focused, reflective attention to 
a body of narrative texts that coalesce into areas shared and/or collective meaning (Braun 
and Clarke, 2006). TA has great value in health and well-being research (Clarke and Braun, 
2017). It draws on three distinct approaches: inductive, deductive and abductive, which all 
influence researchers’ findings and lead to different products. Deductive renders narrow 
data, with a more detailed (but less rich) exposition of specific aspects. Inductive renders 
broad, rich data that may be less related to the researcher’s questions (Braun and Clarke, 
2006). Deductive rests on theory-based hypothesis-testing to predict and establish causal 
relationships between phenomena. Inductive connects situational inferences and social 
phenomena. Deductive and inductive approaches each address important (but different) 
aspects of scientific inquiry and are best-suited to specific research goals but neither does 
well as a broad unilateral method investigating varied aims (Haig, 2005). After reading 
Robertson’s application of abductive reasoning to lay men understanding health (2006a), 
I chose that approach too. Drawing on Blaikie (1993) and Mason (1996: 142), he argued 
that abductive reasoning lessened the distance between deductive/inductive approaches, 
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lifting them above linearity and leading to “movement between everyday concepts and 
meanings, lay accounts and theoretical explanations” (ibid, p176). Therefore, dialectic, 
dynamic relations between theory, data generation and data analysis are embraced by 
abductive reasoning, enhancing all three (Blaikie, 2000; Haig, 2005).  
 
 
8.3 Men interviewed, and the interview settings 
I interviewed thirty-five men in total, all currently lived in either England, Scotland or 
Wales.191 Apart from the two with whom I piloted my interview schedule, the men were 
randomly-drawn from 544 self-selected survey-completers. I interviewed the men in their 
homes, workplaces, and in shopping malls, cafés and on Skype and all interviews were 
recorded onto MP3. I transcribed thirty-three because environmental noise made two 
inaudible.  
 
Here are some interesting facts disclosed during interviews: Twelve of the thirty-three 
men (36%) had pre-existing chronic and/or acute physical health conditions. Two more 
had experienced childhood physical ill-health that affected their adult attitudes. Nine men 
(27%) had pre-existing chronic and/or acute mental health conditions, including two with 
co-morbid chronic physical ill-health. Thus, a total of twenty men (61%) from a randomly-
selected sample of currently-riding motorcyclists completing my survey had pre-existing 
chronic or acute physical and/or mental ill-health conditions. To illustrate: Bob’s family 
was marked by early mortality, as his, his siblings and his antecedents’ bodies produced 
their own cholesterol. Ozzie lived with haemochromatosis and his body couldn’t process 
                                                     
191 Men from Northern Ireland indicated their interest being interviewed, but none were drawn during the 
random selection process. The geographical spread of men interviewed is shown in Figure 14. 
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iron. Tom was diagnosed with schizoid personality disorder and severe depressive 
episodes. Five of the thirty-three (15%) had had serious accidents. Drew, a reasonably 
novice rider had ridden into a wall. Kim, a lifelong rider and mini moto racer shattered his 
leg in the Isle of Man. Cycling a quarter of a mile from home, Marcus was run over by a 
tractor in rural Cheshire. His body was badly crushed, and he was invalided-out of his 
long-standing public service career and left with enduring PTSD. A tractor also ran over 
Russ (an experienced rider) in rural South Wales; he suffered minor damage, but his bike 
was crushed. Walt, a frequent track day participant with racing experience, was forced 
wide by his competitive friend on a fast corner, writing off his bike.  
 
I engaged the men as fully as possible by using a Socratic approach192 to the interviews 
and a topic-led style,193 which offered space to fully articulate themselves using 
contemplative, relevant responses and their cooperation was vital to achieving 
comprehensive data. As a process-driven method, TA facilitates disciplined critical 
thinking (Paul and Elder, 2006). I also directly elicited men’s perceptions of health, well-
being and maleness in daily life and as abstract concepts and explored other relevant 
topics including current public health messages and leisure motorcycling praxes. 
 
 
8.4  Method of analysis 
Methodologically, I chose not to read Hughner and Kleine’s detailed review of lay health 
perspectives until I had fully-completed my TA. This was because their review specifically 
grouped findings under named thematic headings. It is impossible not to be influenced by 
                                                     
192 See Chapter 6: Methodology for exposition of this questioning style. 
193 See Appendix 7: Topics, questions, prompts. 
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background reading and I had by then read several texts on lay health perspectives194 and 
felt reluctant to self-prime further. I read the review when my TA was complete, before 
starting this chapter and, in hindsight, believe that choice was right. CAQDAS 195 expedites 
TA and suits abductive approaches by simplifying one’s examination of relations between 
theory, data and analysis and facilitating transparency in data integration (see Carpenter 
and Suto, 2008:116; Silver and Lewin, 2014:171).   
 
I will not draw specific hypotheses here, but through actively listening to and thematically 
analysing the men’s phenomenological experiences reproduced during interviews, I aim 
for fresh insights into their health-relevant sense-making (see Silverman, 2014:172; Taylor 
and Ussher, 2001). I will exemplify my interpretations using men’s own words (Holliday’s 
“fourth voice”; 2005:307) and protect their confidentiality by using pseudonyms and the 
redaction/anonymisation of identifying fragments in data extracts. Holliday argues that 
“in the written form of research, the only narrative is that of the researcher” (ibid, p307) 
and bases his standpoint on qualitative researchers’ illusions of interpretive detachment. 
However, that position is counterbalanced by ongoing reflexivity (Braun and Clarke, 2006, 
2013, 2014). Acknowledging my active, creative role throughout the research process,196 I 
use the grammatical first person (see Foster and Parker, 1995; Braun and Clarke’s Notes, 
2006). Ethnographical, theoretical and anecdotal knowledge and my research questions 
inevitably influenced not only my constructivist standpoint, but also which themes I will 
discuss, and it is important to remember: “The photographer frames the shot; writers 
frame their world” (Winterson, 2012:8).   
 
                                                     
194 Blaxter, 1991, 2004; Entwisle, Renfrew etal, 1998; Robertson, 2006; Stainton-Rogers, 1991, 1993. 
195 CAQDAS (computer-assisted qualitative data analysis software). 
196 For example, in selecting which themes to report. 
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If I had adopted the analytic parameters of my quantitative analyses, I would be analysing 
my qualitative data according to, for example, whether men were Married or Single.197 
Although relevant to chapters Seven and Nine, I did not use them here because adopting 
those parameters would mean failing to acknowledge important self-categorised group 
distinctions emphasised by many survey respondents via the free-text comments box, 
namely: “being a ‘Biker’ and being a ‘Motorcyclist’ are two very different things.”198 The 
men’s voluntary unsolicited emphasis on binary self-categorisations in one (motorcycling) 
genre implies two, situationally-nuanced worldviews. Methodologically, worldviews are 
heuristic devices, which influence how one knows and differentiates between opinion and 
justified knowledge. Placing this in context: worldviews in lay health perspectives reflect 
health-relevant perceiving (eg, health is the absence of illness, or it is functional ability; 
Hughner and Kleine, 2004: 406). Considering the men’s focus on self-categorised social 
identification and my inclusion of it conceptually,199 after a standardised introduction, my 
interviews opened with: “Biker or Motorcyclist and what’s the difference?” 
 
 
8.5 Initial data familiarisation and code generation 
Transcribing thirty-three recordings was iterative: listening/transcribing, listening again to 
determine men’s exact words/phrases in protected space afforded by headphones. It was 
laborious, demanding absolute focus. I listened actively and objectively, engaging my own 
sense-making at all times (Braun and Clarke, 2012:5). I also strove to focus equally on all 
                                                     
197 Defined using criteria given in Chapter 7: Quantitative Data Analysis. 
198 Verbatim copy of one man’s comment, left after completing the survey. 
199 Social Identity Theory emphasises the effects of social context on intergroup relations and, in context of 
their participation in my research, Self-Categorisation Theory would also posit MMs’ self-categorised group 
membership as context-related. There, it would be governed by notions of accessibility and fit (defined in 
Hornsey’s historical review of Social Identity and Self-Categorisation theories as, “the extent to which the 
social categories are perceived to reflect social reality” (2008: 208). 
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the data items (Braun and Clarke, 2006).200 I completed initial code generation 
inductively, setting aside theoretical foreknowledge as much as possible, to listen to the 
men’s voices. But, this could only ever be partial, and many codes were inevitably 
informed by theory, the creation of my interviews’ topic-prompts and my own 
ethnographic standpoint. Braun and Clarke encourage one to initially code for every 
potential code and pattern possible (2006:89) so my initial codes were numerous. From 
there I began to develop potential themes, using MAXQDA’s mapping function to help 
visualise them. 
 
Reviewing, defining and naming themes was ongoing but reflecting on which stories men 
were telling forced me to reconsider my approach, which became less linear and rigid 
over time. I settled on four main thematic areas. Health and well-being; Masculinity and 
Me; Me and Motorcycling; and Me, a social identification theme. I also coded extracts 
relating to significant others’ appearance in the data. In applying both semantic (explicit, 
surface)201 and latent (deeper, interpretative)202 themes, my approach was atypical (cf. 
Braun and Clarke, 2006:84). Appendix 11 contains the full code progression and final 
thematic development maps. 
 
 
8.6 Health-specific Qualitative Findings 
The remains of Chapter Eight investigates the four interdependent Health and Well-being 
subthemes: being healthy, constructing health, doing health and health promotion, and 
                                                     
200 In this context, a ‘data item’ equates to one, individual interview. 
201 For example, the subtheme Doing Health. 
202 For example, the subtheme Constructing Health. 
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considers the sample’s health-relevant beliefs,203 values204 and attitudes.205 In Chapter 
Nine, I will integrate these findings with key results from Chapter Seven and my 
constructivist interpretations of men’s perceptions of maleness, their socially-identified 
group praxes and motorcycling. While acknowledging Hughner and Kleine’s (2004) 
commonly-held lay health themes, I did not adopt those themes for myself. Instead I used 
my own themes (see below; line width determined by coding frequency) to interpret and 
consider this group of men’s health-relevant social praxes.206  
 
Figure 55. Overview of health and well-being themes discussed in Chapter Eight. 
                                                     
203 A belief is an acceptance that something is true, irrespective of whether there is evidence to support it. 
204 The worth or importance one attaches to something. 
205 One’s attitudes are verbal/non-verbal and/or behavioural expressions of one’s beliefs and values. 
206 Some themes’ names are similar, but I had named them before read Hughner & Kleine’s (2004) review. 
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8.6.1 Constructing health  
Initial readings of the data revealed clear parallels between some of my findings and 
existing lay health research (cf. Blaxter, 1990; Hughner and Kleine, 2004; Robertson, 
2006a) and most saw it as ‘not illness’ (cf. Allen and Warner, 2002: 100,101). Thus, men’s 
constructs at first seemed anchored linearly to health (sick/not sick, broken/not broken), 
to functionality, or to being “fit and active” (Ben). However, continuing the iterative TA 
process revealed differences within men’s accounts that related to their unique blend of 
motorcycle-linked social identifications, gender, and homosociality. 
 
Earlier, I gave my rationale for differently nuanced bikers’ and motorcyclists’ worldviews, 
so it was interesting that post-coding visual maps exposed differences between how their 
various health and other codes interrelated. At interview, fourteen men self-categorised 
as Bikers; fourteen as Motorcyclists; and five could be Both/either, depending on their 
current social context. All men articulated personally-relevant rationales for their choices. 
I raised the general concept initially by asking each man how they might describe health 
to someone who had never heard of it. All men shared a strong sense that health meant 
‘life as normal’. So, for Chet, that meant “I have a measuring rod of normality, which is 
‘me’” and for Ricky “it’s about […] being able to live as normal a life as possible”. Typically, 
health was body, whereas well-being was mind. Motorcyclists talked most about their 
own health-related behaviour, followed by their ‘Bike-related well-being’ and ‘Health=life 
as normal’. Whereas, bikers talked most about their ‘Bike-related well-being’ then various 
other constructs equally. Men who were both/either talked most about ‘Food, alcohol 
and smoking’, then ‘My health-related behaviour’. 
 314 
 
 
 
8.6.1.1  Constructing Health: ‘Life as normal’, corporeal and ideal 
Health was generally idealised as ‘life as normal’. This aligned with Hughner and Kleine’s 
(2004) common lay health themes where health was typically not being sick or ill (cf. also 
Allen and Warner, 2002). Initially, many described health using basic epithets such as “I 
don’t know really being alive and breathing that sort of thing” (Kim). Motorcyclists’ health 
constructs tended towards the sense of a machine with all its parts working, whereas 
bikers’ health constructs ranged wider, portraying health in the external aspects of living 
‘life as normal’ both linguistically and tonally. For most bikers it was also distanced from 
reliance on prosthetics or medications, as their health constructs were closely aligned 
with physical motility: 
“being able to draw breath first thing in the morning basically not having 
to swallow pills daily being able to move about quite freely and feeling 
okay…” – Roy (Biker) 
 
Typically, ‘life as normal’ interfaced with men’s experiences of when life had not been 
normal, for himself and/or others. Around half of men in the sample specifically gauged 
experiencing health against physical and/or emotional pain and classed it as something 
‘relative’ compared to whatever one’s previous ‘normal’ had been prior. Although it was 
generally perceived as life-limiting, some cited positive social outcomes following physical 
ill-health/accident. For example, after his successful treatment, Doug began to take other 
cancer patients to and from Addenbrooke’s Hospital, which meant he could encourage 
those that were afraid. Over the interview, I felt that Doug’s overall health construct was 
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a predominantly abstract and emotive construct, that equated to being alive. The men’s 
‘Health=life as normal’ extracts showed similarities to Hughner and Kleine’s ‘Health is 
being able to carry out daily functions’ (2004:407). Yet, unlike those authors’ findings, I 
found my own sample’s ‘getting on with life’ was a positively-motivated health outcome 
with clear connections to men’s continuing capacity to ride: Paul, aged 21 connected it 
with riding his bike and doing marathons and Kurt, aged 49, with his ability to get to the 
job he loved, and ride his bike at weekends. 
 
Among older men, especially those with experiences of almost losing their health, I found 
an overt acknowledgement of the transience of assumed good health. One contextualised 
his appreciation by invoking the short-term hedonic goals and fatalism of youth, where he 
tended to think “you're either dead or alive and don't seem to consider the possibilities of 
feeling not able to ride…” (Cass, aged 57). Although Cass’s logic did not hold for Paul (aged 
21), who valorised health, it did for Drew (aged 22), who dismissed health as “a measure 
of mortality”. His fatalistic perspective left him feeling it was not something he had much 
control over, therefore it was “just another word” to him. Quite a few men saw health as 
a ‘non-concept’, denying giving it much thought. When asked what made him healthy one 
laughed and said, “I’ve no idea” (Chet, aged 42). Many framed health as peripheral or as a 
means-to-an-end, but those positions often changed as an interview progressed. For 
example, Marcus initially said he never gave health much thought, although later he said: 
“when I got run down it was like somebody switching on a light and saying 
‘Look there's more to life than just bumming around like you are doing’ 
[…] your whole life […] changes…” – Marcus (aged 52) 
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Ambiguities, inconsistencies and contradictions are established elements of narrative 
enquiry, reflecting the dialectics of identification between people and their discourses, 
adding “situated reliability” (Watson, 2006:368). Importantly, Marcus’s inconsistencies 
imply ambivalence about competing standpoints in his discursive constructions of health. 
On one hand it was constructed as superficial, on the other as profoundly and personally 
affecting via the disruption of his physiological and mental well-being when he lost ‘life as 
normal’ following a serious accident. As those transitions reflected crucial aspects of his 
perceptions of embodied health, they did not diminish but emphasised the reliability of 
their accounts. 
 
As previously discussed, my thematic analysis of the qualitative data was carried out in 
accordance with the six steps identified by Braun and Clarkes (2006: 87; see also Chapter 
Six: Methodology and Section 1 of this chapter, page 229). My TA process resulted in the 
identification of themes and codes shown in Figure 55, above. To explore relationships 
visually between these themes and codes, I have used code mapping.  Code mapping is a 
graphics tool available in MAXQDA that enables visual recognition of how two or more 
codes relate to one another in the thematically-analysed qualitative dataset. The maps I 
generated demonstrate the strength of overlaps between fragments of text attributed to 
more than one code within a single data unit (here, one man’s transcript document) or 
group of data units (here, men’s transcripts grouped under the headings biker and 
motorcyclist). Code mapping’s utility is enhanced by MAXQDA’s adjustment of the width 
of any single line between two nodes, according to the relative frequency of overlaps 
within the data units being interrogated; ie the thicker the line, the more frequent the 
overlaps. See, for example, Figures 56 and 57, that explore code co-occurrences between 
bikers’ and motorcyclists’ ‘well-being as mind’ data. 
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Code mapping showed bikers’ ‘life as normal’ health constructs co-occurred with their 
Being Healthy ‘Sense of Coherence’ (SoC). SoC is a sensitising207 Salutogenic concept 
(Antonovsky, 1979, 1987). Conceptually, SoC is formed from a combination of three 
components: behavioural (manageability), cognitive (comprehensibility), motivational 
(meaningfulness) (Innstrand, 2012; author’s italics). Finding SoC most in bikers’ accounts 
may suggest they apply more health-related pragmatism compared with men self-
classifying as motorcyclists or both/either. However, SoC appeared in all groups typically 
embedded in men’s wider thought-through health-relevant discourses: 
“it’s really important to have a clear understanding of your physical health 
and your physical health circumstances…” – Ronnie (cardiac arrhythmia)  
 
Asked to describe health, almost all men constructed it with physical ideals of some kind, 
such as Frank’s “no physical impairment no diseases perfect eyesight”. Generally, the men 
also invoked activity: “I’ve always been able to get up jump about I’ve obviously had colds 
like everybody else but I’ve never been ill” (Bob). Bob’s excerpt also gives a good example 
of the fact that most men found ‘being ill’ was too amorphous to quantify, but it did not 
include minor ailments.  
 
 
8.6.1.2  Constructing Health: Well-being as ‘Mind’ 
I found that most men saw well-being as, “a state of mind as opposed to a state of body” 
(Eric). I also found conceptual symbioses between health and well-being in all the 
                                                     
207 Theory-informed. 
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accounts. Among participating men, health typically meant ‘body’ and well-being typically 
meant ‘mind’ although one or two saw them as one holistic entity encompassed by the 
general description ‘health’. Some men saw the intertwining of health and well-being as 
potentially negatively-impacting, as poor physiological health diminished positive affect 
and negative affect, health. However, most inferred clear delineations between the two, 
conceptually, as illustrated by Reuben, here, “Health is your physiology I think well-being 
is definitely a state of mind…”. Discounting whether health and well-being were separate-
but-related or synonymous, I generally found men talked about well-being in eudaimonic, 
rather than hedonic terms (“some sort of satisfaction with your life” – Brad), which also 
applied to the few men who prioritised their mental well-being over physical health.  
 
One man observed that health is, “massively psychological if you feel healthy if you feel 
confident physical ailments don’t matter as much” (Wes). Later, Wes referred to mental 
well-being’s positive power in marshalling one’s internal resources when applying self-
management strategies, which he saw as health-enhancing. Men’s constructions of well-
being ranged from the very simple “how mentally well you are” (Simon) to more in-depth, 
internet-informed expositions208 from two that I interviewed on Skype. One, Jez, asked if I 
minded his online search, saying, “it’s second nature”. I did not discourage either Jez (IT-
related company Director) or Rod (design engineer); denying them felt like closing-down 
important aspects of their selfhood, given their professions. Nonetheless, online search 
had implications: it facilitated their confidence and informed them, but it also replaced 
them groping around for idiosyncratic perceptions. I only noted Jez and Rod searching 
online once during their respective video interviews. 
                                                     
208 Jez quoted: social economics, psychological, spiritual and medical states as well as direct fitness as all 
being presented by the online search results as potential sources of well-being or otherwise. 
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I mapped ‘Well-being as mind’ code co-occurrences to help me understand if there were 
any group differences between bikers and motorcyclists, relative to other health codes. 
There were (see Figures 56 and 57, below). Gauged by their code co-occurrences, both 
groups’ ‘well-being as mind’ constructs co-occurred with ‘Health as corporeal’ and ‘Sense 
of Coherence’. However, bikers’ ‘well-being as mind’ co-occurred with them constructing 
health as ‘Life as normal’ and the ‘Being healthy’ code ‘Social stability’. But, motorcyclists’ 
‘well-being as mind’ co-occurred with the ‘Doing health’ code, ‘health-related behaviour’ 
and not at all with the ‘Constructing health’ code, ‘Life as normal’ or ‘Being healthy’s 
‘Social stability’. Economic factors were directly named in only some men’s well-being 
accounts and only a couple implicated shifting gendered social identities in men’s 
currently unclear perceptions of masculinity (for example, in the workplace). 
 
 
Figure 56. Code co-occurrences between well-being as ‘mind’ and all other health codes, 
for the fourteen Bikers. 
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Figure 57. Code co-occurrences between well-being as ‘mind’ and all other health codes, 
for the fourteen Motorcyclists. 
 
 
8.7 Doing health 
‘Doing health’ as opposed to ‘Being healthy’ came about because I frequently found 
health approached differentially by the men in my sample. Sometimes they framed it as 
something they enacted (doing), at other times they framed it as something that they 
experienced (being), although the two often went together. Many men operationalised 
health at the confluence between their own social praxes, and behavioural expectations 
informed by popular media, and/or health policy and health messages, or domestically. 
Asked to describe what health meant, a few questioned its conceptual utility because of 
problems with its objective measurement. I mention this, because those men cited the 
lack of externally-calibrated health measures in why they found it hard to say how well 
they were doing, healthwise. For example, Brad cited his ability to go and do a 10 km run 
on demand, but then said that he couldn’t really tell if he was healthy, “because I haven't 
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done any tests”. But, overall, the thirty-three men’s ‘Doing Health’ coalesced into two 
main areas: their physical activity and their guilty pleasures.  
 
8.7.1  Doing Health: Me and physical activity 
Several men said they had had made voluntary health-related adjustments to life, but 
most had done so to achieve something other than health, per se, rather than for health 
improvement. Few held physical health as an important performative ethos and, if they 
did, it was generally directly or indirectly motivated by competitive sports participation, 
which they also linked to sense of well-being. Figure 58 (below) relates to three of these 
men (Ben, Paul, Reuben). 
 
 
Figure 58. The combined Doing Health code co-occurrence map for Ben, Paul and Reuben, 
all of whom participated regularly in competitive sports. 
 
It showed strong co-occurrences between the ‘Doing health’ domain codes, three other 
health codes and two linked to leisure and identity. Motivation for these men’s health 
praxes was clearly intrinsic. Ben’s regime included swimming 8-10,000 metres; Ben races 
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motorcycles at national Club Class level. Reuben’s regime included “a lot of cardio work” 
and “maybe 1600 or 1700 repetitions” on a rowing machine in c.30 minutes; Reuben 
races at national Superstock level. Paul did a range of physical training, to equip himself 
for participating in the Ironman triathlon and for running half-marathons. Beyond these 
three’s arduous physical fitness regimes (cf. Weise, Kuykendall and Tay, 2018), practical 
strategies used by others to enhance their experiential well-being included spending time 
with “grandkids” (Marcus), needlework and embroidery (Lonnie) and kendo (part of Ted’s 
self-categorised “artiness”). Both latter men implied that their leisure choices were 
stigmatised according to hegemonic masculinity norms. Chapter Nine will consider this in 
greater detail.   
 
Asked if they could be healthier many immediately invoked the behavioural paradigm 
that health meant doing/not doing things to help yourself be or become physiologically 
symptom-free or meet some ideal. That included some, but not all the men with mental 
health conditions. Across the data, ‘Doing health’ meant doing more physical exercise or 
altering one’s consumption patterns and, for a few men, that gave them an opportunity 
to frame themselves positively against the backdrop of anonymous ‘others’. This is best 
shown by Reuben, who said: 
“I'm not like most blokes I don't do the 6 or 7 pints on a Friday night and 
I'm not for going clubbing and you know pulling as many girls as you can 
and you know I've got a very specific take on everything I do…” – Reuben 
(FE lecturer, aged 40)      
 
Men’s ‘Doing health’ also coincided notably with instances of ‘physical ill-health and/or 
accident’, which, as we know, clearly enhanced health’s more generalised value. But I also 
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found men acknowledging the blunting effects of time on health practices adopted after 
near-misses. Take Cass, for example, who said “it’s amazing how… you habituate to being 
alive” after his brain tumour 14 years previously. All men perceived the achievement of 
physical health as variable and contingent on things like age, stress levels, or the work/life 
interface. Many cited ageing as a positive force for health compliance and more than one 
suggested bike-related coping as preferable to less benign strategies. With behavioural 
caveats, health was of prime importance for some participants with long-term conditions; 
yet others minimised their serious, disabling conditions with humour. This implies that 
these men used discursive strategies to manage uncomfortable disconnections between 
ideal-type health and their lived reality.  
 
While coding Doing health, I found men frequently pairing well-being and behavioural 
praxes. For example, 67-year-old Ronnie’s post-diagnosis behavioural adjustments clearly 
helped maintain his mental well-being. Across the sample, that was typical for those with 
chronic and acute medical treatment histories.  
 
 
8.7.2  Doing Health: Guilty pleasures  
Early on in Eric’s interview, he reflected that, as my research was about men’s health, he 
had thought I would ask about his alcohol consumption, so he decided to complete a pre-
emptive drink diary: 
“…when I read it through I thought ‘Crumbs I’d better stop’ I couldn’t 
believe how much alcohol I was drinking […] I mean if I’d brought you the 
list to read well to me it made shocking reading…” – Eric (aged 51) 
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Unsolicited, he listed his previous seven days’ consumption, which certainly exceeded 
2012 sensible drinking guidelines. He was screened as a non-problematic drinker in the 
survey. Several men referred to an internal model against which they gauged themselves, 
physically and practically, and which were attached to their sense of well-being. One man 
mulling over the realities of ageing, not having been to the gym and his creeping weight-
gain, said:   
“…it’s like I've got some internal model which I've never thought about in 
detail which I must be measuring myself against and now I don't feel good 
about myself in terms of that…” – Nigel (aged 65) 
 
The models’ existence supports evidence that individuals idiosyncratically gauge life 
satisfaction against their own, often arbitrary measures.209 Moreover, in my data, those 
internal models imputed guilt-by-association, and men judged themselves falling short 
against some perceived health standard. That led typically to dissonance between what 
the men saw as the virtuosity of one behaviour pattern over their own erroneous choices.  
Yet, though it left some men feeling down on themselves, it rarely resulted in behavioural 
change. For example, one man said he would probably be healthier if he ate “properly” 
and “frugally” rather than “well”.210 This sense of men acknowledging benefits of 
healthier eating, but disliking change required to achieve it, is not peculiar to my research 
sample but is already established among male populations.211  With notable exceptions, 
health choices promulgated by policymakers212 tended to be viewed as unwelcome 
impositions, as control, or as constraining rather than health-enhancing self-investment. 
                                                     
209 See, for example, Diener (1984, 2012); Diener, Oishi and Lucas (2003); Ryan and Deci (2001). 
210 For Alex, this meant, by implication both less and less pleasurably. 
211 For example, Allen, Griffith and Gaines, 2013. 
212 Eating less saturated fat, making sure you get your 5-a-day, keeping to sensible drinking guidelines and 
not smoking. 
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Exceptions included Ben (swimming), Brad (running), Cass (kayaking) and Paul (triathlons), 
for whom the body itself was a leisure project.  
 
Related to the Food, alcohol and smoking extracts, I sensed a pervasively sheepish vein as 
the men variously rationalised and/or justified their enjoyment of the consumables listed. 
I had framed my questions openly, mainly used reflection to clarify meanings and kept my 
tone neutral during the interviews. When asking my participants for their responses to 
public health messages, most gave self-referencing answers situating their consumption 
patterns and/or lifestyles pejoratively. This included comparing their own physical activity 
levels or diets with externally-perceived State- or media-endorsed measure/s. I generally 
found that men referenced whatever area in which they felt most disparity. Yet, for the 
smaller number that self-referenced positively, I found a real sense of them legitimately 
valuing their success, as they described how they had been and why those changes made 
them better in terms of their health status. I felt that being able to quantify those changes 
was important in sustaining them. 
 
 
8.7.3  Doing Health: On Men’s Own Terms 
Some men interviewed routinely sought help via the Internet. Reuben, for example, with 
painful piriformis muscle damage, faced fear and depression in relation to its effect on his 
motorcycling (“This is terrible it’s painful I can’t swing my leg over the bike […] I was really 
depressed […] that was a big scare for me…”) went online instead of seeking help from a 
health professional. In fact, at 40 years old, Reuben had not registered with a GP. A few 
other men used the internet to check out traditional medical healthcare diagnoses, and 
one or two engaged (to positive affect) in online support groups. Frank, for example, with 
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chronic rheumatoid arthritis and COPD participated in online support groups, referring to 
the benefits of meeting others in the same position, not only for emotional support but 
also for their tips on dietary or treatment interventions.  
 
Men’s use of independence and control rhetoric was present throughout the data, both 
for health itself and for achieving resolution when it, or care received for it, went awry. I 
do not use these phrases lightly. I felt a pervasive sense that many men had either lost 
trust in or had limited respect for statutory healthcare. Moreover, I was struck repeatedly 
by a sense that they perhaps even felt more secure finding their own way, health-wise, at 
critical points of care (see White, 2006). 
 
 
8.8 Being Healthy 
“I know some people who are broken, and they will always be broken, 
and they know that they will always be broken, and I know some other 
people who are broken and they just say ‘I’ll get on with life’ [SB: So, 
which one do you fall into?] I’m in the ‘get on with it’ category…”  
– Frank 
 
Health is “massively psychological if you feel healthy if you feel confident physical ailments 
don’t matter as much” (Wes), aged 32) and a large part of ‘Being healthy’ for this group of 
men related to experiential well-being, to which they typically attributed an internal locus 
of control. The men also perceived well-being affected by both intrapersonal and external 
structural phenomena. For men who had lived experience of depression or other forms of 
mental ill-health the phenomenological role of ‘mind’ in well-being extended to effortfully 
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applying one’s will to being healthy. Lonnie’s strategies learned to help him maintain his 
emotional stability were tools helping him “stay positive through everything whatever”. 
Several men specifically cited as important, the influences of social and financial stability 
on their well-being. Kurt, aged 49, specifically invoked his humble beginnings, to explain 
why being able to afford a “big detached house and a Jaguar and the stuff like that” was 
instrumental to his current sense of well-being. Incidentally, his house accommodated 
him, his wife, their adult daughter and their respective partners as a single, greatly-valued 
domestic unit.  
 
 
8.8.1  Being Healthy: Living well 
Many men highlighted the importance of accepting personal limitations in making well-
being a lived experience. Their standpoints intuitively upheld Antonovsky’s salutogenic 
health and Sense of Coherence (SoC) framework. Antonovsky replaced the binary health-
versus-sickness with a linear model, introducing SoC as the comprehensible, manageable 
and therefore meaningful cornerstone of a resilient life (1987, 1990). Most men referred 
to the relative nature of well-being and in process they cited the comprehensibility of life. 
Eric’s friend’s son with cerebral palsy had “not got the best of health” yet Eric saw him as 
happy, because, “like Clint Eastwood said”, he knew his limitations. Several men talked of 
the challenges of keeping life in balance to protect their well-being. Tom was the clearest 
example.  
 
Aged 31, Tom described his life as based on balancing the realities of schizoid personality 
disorder/severe depressive episodes, so he stayed ‘well’. Tom’s narrative, like Alex, Cass, 
Eric, Seb, Ted and Walt’s (for different reasons) included discursively-constructed trade-
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offs between performance-based health capital, accumulated via whatever idiosyncratic 
behavioural measures that meant, individually, and public health compliance. So, Tom’s 
trade-offs included one between eating healthily, in line with the current public health 
messages (which he declined on grounds he would “set myself up to fail”) or eating at all, 
from the limited range of foods he enjoyed (he mentioned steak and pizza), and smoking. 
That food and the smoking, he said, kept him ‘well’ in the short term, even though they 
“may not be the healthiest options for the long-term”. Tom had evaluated the potential 
outcomes and came down firmly on staying ‘well’. 
 
For most men, ‘Being healthy’ was operationalised via hindrance-free leisure, which then 
influenced well-being. Health was clearly important to them and valorised by many, but 
Patrick’s view of being healthy as being able to do what he wanted when he wanted, 
without having to worry that, for example, his feet or his back hurt was more common 
than Ozzie’s. Ozzie’s health was “probably the most important and most worrying thing 
I've got” and strongly implicated in continuing to ride his bike, go scuba diving and drive 
(his work). For people with chronic life-limiting ill-health conditions the sense of 
somehow suspending life until one’s health returns is a constant shadow. Leisure’s 
potential to provide a positive means of enhancing well-being and adjusting to life with 
long-term illness should not be ignored (McQuoid, 2017). Motorcycling communities 
actively encourage those with disabilities and, in the presence of chronic ill-health and/or 
disabilities, motorcycling-linked leisure can be powerfully restorative for men’s social 
position and embodied cultural capital. Frank, with chronic rheumatoid arthritis, bursitis, 
osteo and COPD, is a good example. He was involved with the National Association for 
Bikers with a Disability (NABD) for several years before joining their organising 
committee. Now, he identifies that involvement as restorative, because “nobody gives a 
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toss whether or not you’re riding a bike” as they look beyond that to the rewards of being 
part of the wider ‘biker’ culture.  
 
The sense of ‘life, suspended’ arose in several men’s accounts, connected with difficult 
life events and/or poor physical/mental health. Simon’s GP persistently misdiagnosed and 
inappropriately medicated him for several years. Seeing his symptoms in a medical drama 
resulted in him challenging the healthcare he had received and getting a second opinion. 
Simon had correctly identified sleep apnoea and then learned how to self-manage it and 
its side-effects. With help from his local well-being group, he did that via mindfulness. 
Lonnie, Simon and Ted all had mixed physiological/psychological health histories and all 
conceived well-being as a unified body/mind entity. These men all engaged with ongoing 
self-management of those conditions, as did Ronnie, Frank, Roy, Seb and others. Simon’s 
acquisition of mental well-being ‘tools’ came about at his local mindfulness group, which 
taught him strategies for keeping his physical and mental parts in balance. But, referral 
for well-being interventions did not work for Ted. Ted was a technical architect who 
viewed health and well-being through the lens of deeply-rooted Buddhist spirituality. On 
seeking help for his long-term anxiety attacks, Ted’s Locum GP withdrew Ted’s anti-
depressants and referred him to “well-being-dot-com”. Ted described his strong negative 
reaction to this as feeling insulted, based on the superficiality of both the GP’s response, 
and the website he found, which was “crass”. The experience had clearly stuck with him, 
having not found making the approach easy.  
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8.8.2  Being Healthy: Health-related help-seeking 
All men’s narratives included help-seeking, so I mapped group differences in help-seeking 
related to the men’s pre-existing health conditions, before reporting men’s help-seeking 
from a whole-group perspective. Therefore, this section considers factors that appear to 
influence this sample’s help-seeking standpoints. 
 
Visual maps showed group differences between bikers’ and motorcyclists’ coded help-
seeking extracts (see Figures 59 and 60). Both groups’ help-seeking showed similarly 
strong co-occurrence with extracts coded to ‘Physical ill-health/accident’.  But bikers’ 
narratives presented a more complex array of co-occurring codes than motorcyclists’. 
Bikers’ help-seeking co-occurred with Health as corporeal, ‘life as normal’ and ‘Health 
promotion’ (‘Me’ and ‘Men’), all of which were absent from motorcyclists’ help-seeking 
map. But, unlike motorcyclists, bikers’ help-seeking extracts did not co-occur with those 
coded as ‘Resistance’. 
 
 
Figure 59. Code co-occurrences between Me and Help-Seeking and all other health codes, 
for the fourteen Bikers. 
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Whereas, motorcyclists’ help-seeking extracts co-occurred second-most frequently with 
their Health-related behaviou’ and with extracts coded as Resistance.213 Resistance here 
indicated non-compliant health attitudes.  
 
 
Figure 60. Code co-occurrences between Me and Help-Seeking and all other health codes, 
for the fourteen Motorcyclists. 
 
Several men referred to obstacles they had encountered during help-seeking, some had 
(like Simon and Ted) found the substance of medical professionals’ treatment skills and 
care planning ineffective or ill-suited to their needs. That ultimately led to withdrawal 
from ongoing care, even at the potential detriment of their future recovery. For example, 
Kim, who was still recovering after a complex broken leg at the time of his interview. He 
narrated a catalogue of miscommunication and inconsistent medical advice. Kim felt the 
health professionals demonstrated no understanding of the impact of his prognosis on his 
                                                     
213 Here, resistance indicates areas of the narrative that I had coded for apparently non-compliant attitudes. 
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ability to return to work as a part-time tree surgeon and agricultural worker. Given that, 
plus conflicting messages from different Consultants, Kim made independent choices 
without medical input, which, although helping him to feel less helpless against a flawed 
system, may well result in long-term negative effects.  
 
 
8.8.3   Being Healthy: Pre-existing health conditions 
Typically, the tone of most men’s help-seeking reflected previous exposure to their own, 
or others’ physical or mental health conditions. Two men linked their adult help-seeking 
attitudes with longer views rooted in childhood sickliness, which they saw as instrumental 
to adult help-seeking. That reasoning applied within the sample: neither Kurt nor Reuben 
felt they needed medical professionals and neither had experienced ill-health beyond the 
odd cough or cold. Although arising from different antecedents, help-seeking among the 
20 men with health histories was clearly influenced by it. Irrespective of that, most men’s 
accounts showed postponed help-seeking, or them eschewing it entirely in favour of self-
diagnosis. Whether this sample’s health profile is typical of the British male motorcycling 
population, I don’t know. However, little suggests it is not, given the following selection of 
comments left by survey respondents in the optional free-text comments box: 
“I suffer from depression anxiety and PTSD riding bikes keeps me from 
sitting in the corner wibbling!”  
 
“I'm 53 now been riding since I was seventeen 30 years of those with an 
artificial lower left leg I can't think of a time when I won't be riding.”  
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“I had a bike accident 3 years ago which resulted in Clinical Depression 
and PTSD my mates in the RBLRB214 have helped me tremendously.”  
 
Very few men in my interview cohort failed to mention mental health in relation to ‘Being 
healthy’ although one’s perspective (“we’ve got good stock in our family there’s no history 
of mental problems”) contrasted sharply with Lonnie, Simon and others who had learned 
to embrace their mental health conditions, thereby gaining keys to both self-acceptance 
and insight.   
 
 
8.9 Health Promotion 
The next section specifically focuses on this group of men’s responses to public health 
messages (PHMs). Approaching health promotion from these men’s standpoints, I found 
them demonstrating three distinct response-orientations: compliance, resistance, and 
vacillation. Health-compliant men (married and single) spoke of accommodating practical 
health measures into the basic fabric of everyday life. Resistant men took up their stance 
deliberately and emphatically. Vacillating men oscillated between competing structural 
norms and their counterparts. After describing the sample’s public health responses, I go 
on to consider how the three orientations above were manifest in my data, and effects of 
hegemonic resistance. I also briefly touch upon targeted health messages’ effectiveness 
and significant others’ influence on the men’s health-relevant dyadic behaviours, before 
summarising the findings from this part of my thematic analysis. 
 
                                                     
214 Royal British Legion Riders Branch. 
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I found, whatever their standpoint on public health promotion, many men’s internalised 
health models had been informed by current public health messages. This influenced the 
tone/content of their rhetorical application of those models to health-relevant behaviour, 
so they might rationalise it, critique it, or compare themselves to it. Doug (aged 67), for 
example, said “the majority” of men knew the health costs of over-indulging in saturated 
fats. Walt (aged 44), who said “everyone knows they should be eating sensibly”, believed 
that Government were right to address “secondary illnesses” arising from behaviourally-
instigated health conditions like obesity, using public money. Later, discussing substance 
misuse and its on-costs, Walt expressed passionately it was “absolutely not” his role, as a 
taxpayer, to pay for addiction treatment: “that's their problem”. That standpoint was 
shared by several who disagreed strongly that public money should pay for obesity and 
substance misuse, which they saw as self-induced conditions in the weak-willed.  
 
During my fieldwork (2012/13), then-current health promotion messages were much as 
now: most substantive change is in sensible drinking guidelines, which in 2012 prescribed 
weekly consumption thresholds of 21 units for women and 28 units for men (and at least 
one drink-free day). Now, those weekly thresholds are 14 units for both women and men, 
in a minimum of three days.215 The Department of Health (DH) dietary guidelines, then as 
now, promoted ‘five-a-day’, and reduced portion sizes and less red meats, salt, saturated 
fats. With some exceptions,216 many men perceived these health messages as unwelcome 
impositions from ‘the State’, which wanted to control their behaviour and constrain their 
freedoms, rather than seeing them as the health-enhancing self-investment portrayed by 
                                                     
215 Guidelines copied from the Alcohol Units page on the NHS Choices website, last reviewed 13 April 2018 
and accessed online 16 April 2018: https://www.nhs.uk/Livewell/alcohol/Pages/alcohol-units.aspx  
216 For example, Ben, Cass, Ronnie and Paul. 
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policymakers. Many also perceived the health contexts in which they encountered them 
as feminised – aimed at women, and thus excluding men. 
 
Code mapping showed minor differences in code co-occurrences between bikers’ and 
motorcyclists’ health promotion extracts. Men’s health promotion extracts, irrespective 
of their self-categorised group, typically co-occurred with ‘Food, Alcohol and Smoking’ 
and many co-occurred with ‘Resistance’.217 Sociologically, ‘resistance’ represents socially-
constituted oppositional stances taken by subculturalists towards what they perceive as 
hegemonic218 and coercive. contextualised to health, that may include perceived systemic 
norms and values of its statutory Bodies (eg DH, the NHS). Hence, resistance is implied by 
these men’s perceptions of public health messages (PHMs) as control and constraint. And, 
certainly, the DH’s remit includes a role regulating health-relevant behaviour. ‘Resistance’ 
co-occurred with both the ‘Health promotion’ sub codes for bikers and motorcyclists, with 
‘Ambivalence’. Thus, I found ‘Resistance’ was a strongly-defined stance among this group 
of men.  
 
The bikers’ two ‘Health promotion’ codes co-occurred with their help-seeking extracts, 
whereas for motorcyclists, help-seeking only co-occurred with the wider ‘Men and health 
promotion’. Whereas, motorcyclists’ two ‘Health promotion’ codes co-occurred with the 
‘What Am I Like?’ trait codes ‘I’m Analytical’ and ‘I’m a Risk-taker’. But, ‘I’m a Risk-taker’ 
only co-occurred with extracts relating to the motorcyclists’ own, directly personal health 
promotion responses. Neither of the bikers’ two ‘Health promotion’ extracts showed any 
code co-occurrence with the ‘What Am I Like?’ traits, although their map implied that the 
                                                     
217 I used the term Resistance to code extracts that demonstrated actual or deemed non-compliance. 
218 Used by the dominant culture to propagate its chosen norms and values. 
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Biker men’s personal health promotion responses were influenced by their brushes with 
‘Physical ill-health/Accident’ (which was absent from the motorcyclists’ map). See Figures 
61 and 62, below. 
 
 
Figure 61. Code co-occurrences between Me and Health Promotion, ‘Men’ and health 
promotion, all other health codes, and all codes in the two themes Masculinity and Me 
and What Am I Like? for the fourteen Bikers. 
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Figure 62. Code co-occurrences between Me and Health Promotion, ‘Men’ and health 
promotion, all other health codes, and all codes in the two themes Masculinity and Me 
and What Am I Like? for the fourteen Motorcyclists. 
 
When asked for their view on PHMs most men gave simple, thought-through statements, 
placing themselves clearly in relation to the message. For some, that aligned them with 
compliance, for others, with resistance. However, the majority reflected vacillation, so 
aptly summarised in Tom’s stated ability to “watch adverts for 5-a-day and whatever and 
ignore them brilliantly” and, some men’s sardonic responses showed true weariness of 
repeated exposure to the DH’s exhortations. Indeed, I would argue that men’s policy 
fatigue is vitally important when creating and rolling-out effective male-directed PHMs: 
“…it’s the Department of Bean Counters, isn’t it […] that’s how I view all 
that ‘media bullshit’ for want of a better description […] and they’re 
almost constantly telling you something it makes you want to go against 
what they're telling you just to shut them up so when they say you've got 
to eat healthily I think ‘right I’ll have a tray of chips then, just to spite 
you’…” – Chet (aged 42) 
 
As described, the men represented in my qualitative data generally responded to public 
health messages in one of three ways: compliance, vacillation and resistance, which I 
conceive along a linear continuum. Their compliance arising from various motivations, I 
will first consider the five pro-health-behaviour men. Then I will consider the seventeen 
vacillating men, who believed that PHMs were ‘useful’ but with them only partially, or not 
at all. I will finally consider the eleven that resisted PHMs conceptually and, for several of 
that group, on principle.  
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8.9.1 Health Promotion: Choosing compliance 
Group One men followed health advice purposively and, for at least one, autotelically. 
The group comprised: two motorcycle racers (Ben, aged 45, single; Reuben, aged 40, 
married219); one self-employed software designer who some years after a brain tumour 
sought to optimise life by maintaining physical activity (Cass, aged 57, married); one man 
retired on medical grounds with rheumatoid arthritis and whose engagement sought to 
mitigate its side-effects (Frank, aged 64, married); one retired man with heart arrhythmia, 
whose dancing helped to counter the effects of ageing (Ronnie, aged 67, married); and 
one serving military man whose engagement arose from both personal and professional 
reasons (Paul, aged 21, single). Paul self-identified as a biker, the others as motorcyclists 
and all five men man may have opted to follow a health-friendly lifestyle, with or without 
formal PHMs.  
 
We know that social identification and self-categorisation intersect with one’s enduring 
sense of self, as does the degree to which one’s self-selected group is valued and self-
involving. Among Group One’s health compliant men, in the context of health promotion, 
I found good support for this theoretical perspective best exemplified by Ben and Frank. 
To Ben, in whose friendship group no-one smoked and who looked at ‘traffic lights’ on 
food packaging, he saw people as “very aware of health, very aware of mortality”. The 
social rewards from group engagement viewed through Frank’s lens were quite different. 
Those came less from his immediate friendship group and more from the shared 
                                                     
219 Married and Single are binary terms applied here using the definitions set out in the preceding chapter. 
These same definitions will apply from this point forward. 
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orientations of his support group’s jointly-owned body projects that aimed to ameliorate 
the physical and psychological distresses linked to members’ arthritis.   
 
I coded many instances of compliance-driven social rewards for these men. Specifically, 
shared experiences embedded five of six Group One men within at least one of their most 
valued social groups. It is important to note that these groups were not overtly convened 
with health, per se, in view, but PHMs had utility in their existence and identification was 
facilitated by compliance. For the sixth, Paul (Iron Man triathlon contestant), his health 
engagement arose in chiefly insular contexts. Data extracts I coded for health promotion 
for Group One men indicated they complied with at least one of the following behaviours: 
checking food contents (traffic lights), saturated fat avoidance, increased fruit/vegetables 
consumption, sensible drinking, non-smoking, sustained physical exercise, the blending of 
cerebral and cognitive processes with muscle memory. The latter as much applies to Ben 
and Reuben’s motorcycle racing and Paul’s triathlons, as Ronnie’s Argentine Tango and 
Cass’s kayaking. 
 
 
8.9.2 Health Promotion: Undecided men 
Undecided men typically accepted PHMs as relevant, necessary and addressing important 
matters but social factors were constantly impinging on their health processes. I found 
undecided men’s responses strongly attached to being ‘in the moment’ and its catalysts, 
which overshadowed premeditated health outcomes. Thus, the immediacy of demands 
on men and the power such demands exerted over their health motivations reflected a 
far deeper structural ambivalence over who (and how) to ‘be’ at any given time, which 
implied the men experienced sociological ambivalence (Merton, 1963,1976) related to 
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their health. In constructing their health promotion responses, undecided men frequently 
used discursively-constructed behavioural rationales and, compared to health-compliant 
men, their ideas of health appeared more conceptually-abstract and remote.  
 
While conceding to PHMs’ relevance and their importance in the wider social ordering of 
health, asked directly about health promotion, many undecided men used conversational 
devices220 to partial-out compliance from daily living. One man’s perception of ‘men’ and 
testicular cancer screening was that “they just don’t bother” (Bob, aged 54) while another 
(Patrick, aged 34) claimed men were weary of being nagged (“are they yapping again?”). 
Among these men, dietary health perceptions frequently involved apathy, convenience 
and economy and one suggested that men would probably opt for the simpler option of 
walking daily to a takeaway. Competing priorities clearly affected men’s engagement with 
PHMs. And, I found many men’s coherently-expressed reasons for non-engagement grew 
out of attempts to balance personal wants related to family and work against what men 
perceived as the behavioural expectations of statutory health Bodies. By the time Simon 
got home from work, put his daughter to bed and eaten his dinner, it may be 8.30pm and 
he was not prepared to make a point of exercising at the cost of his dinner, or his well-
being.  
 
Although I saw him as ‘resistant’ especially to what he perceived as health’s (and health 
promotion’s) feminised aspects, Walt also attributed situational factors to compliance 
and argued for social inequalities in debates over it, specifically its challenges for working 
couples tasked with balancing minimum useful exercise durations against longer working 
                                                     
220 Such as rhetorical distancing (using third person narrative, grammatically), as here with Ted. This was 
also noted in lay men’s narratives by Robertson (2006a).  
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hours, job insecurities and the realities of dual income households. As such challenges are 
numerous for contemporary men, perhaps situational elements that bridge psychological 
and structural ambivalence will provide fresh insight. In an applied scenario, at least one 
man lamented work-based men’s health interventions lost to austerity cuts, but which 
had been successful with his colleagues.  
 
 
8.9.3 Health Promotion: Men choosing resistance  
One, Ozzie (aged 48), argued that given legitimate options backed up by credible reasons, 
men can and do choose wisely around health. But, he also argued that by holding them to 
ransom by imposing rules, the same men simply go and do the opposite. Ozzie called it 
“Teenager Syndrome” and it is best exemplified by Chet, who said “it makes you want to 
go against what they're telling you just to shut them up so when they say you've got to 
eat healthily I think ‘right I’ll have a tray of chips then, just to spite you’”. Several accounts 
demonstrated similar sentiments, which suggests that many PHMs inadvertently convey a 
controlling parent subtext that elicits men’s inner teenager. Many men’s resistance arose 
from what they perceived as being repeatedly old what to do, and those men saw PHMs 
as “intrusive”221 or coercive control-mechanisms. Resistance rhetoric also permeated the 
men’s responses to statutory risk-control, leading to their invocation of the nanny state 
and friends’ shared standpoints to strengthen non-engagement on grounds that “If you 
really need someone to tell you how to live your life…” (Kim, aged 36).  
 
                                                     
221 Doug’s description of then current HPMs. 
 342 
 
Eleven of the men (aged from 30 to 67) gave impassioned rationales for non-compliance, 
which were typically the polarised version of undecided men’s resistance. This implies 
that, in my sample, health compliance among undecided and resistant men may link with 
how strongly they want to or can resist surrounding hegemonic norms. One man made an 
eloquent, detailed exposition of non-compliance framed by the rhetoric of (un)calculated 
risk and voluntary risk-taking. Walt enjoyed getting drunk and said he did so on a regular 
basis. He also pointedly dismissed the alcohol guidelines and situated himself firmly on 
the side of libertarianism, while constructing lengthy trade-offs between intrapersonal 
rewards of those social praxes and alcohol’s potentially-damaging effects. Walt was an ex-
military man who enjoyed other forms of voluntary risk-taking than his alcohol-related 
health. He regularly participated in high-adrenaline leisure with his friendship group of 
very close, male friends including ex-servicemen. Well-documented links exist between 
men’s reluctance to engage with health promotion and perceptions that to do so would 
require them to detach from embedded hegemonic male norms. Considering Walt and 
the other resistant men in my sample, PHMs may be more effective if they enlisted those 
norms without legitimating their hegemonic power. 
 
 
8.9.4  Health Promotion: Immediacy, fatalism and distrust 
Echoing Robertson’s (2006a) ‘push-pull’ model of the relationship between health and 
hegemonic masculinity in lay men’s health perceptions, many men I interviewed were 
similarly dissonant over control/release, versus personal investment in compliance. One 
observed of men in general that “unless it’s something that may kill them in the next 5 
minutes then they won’t pay much attention”. Here, Drew (aged 22) expressed the sense-
making of many others. However, across the data, I also found examples of men’s actual 
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or potential health crises (theirs or someone close’s) functioning as powerful real-world 
change-agents, that possessed an even greater influence combined with fear. I found no 
unsolicited accounts of health professionals capitalising on those turns in these men’s 
lives but, equally, I did not ask.  
 
Some men demonstrated fatalistic attitudes following the loss of one or more significant 
others to physical ill-health or accident (see previous). Examples of men’s ‘living for the 
moment’ generally negatively influenced attitudes to PHMs, which were perceived as 
constraining things enjoyed (but that may be risky). A good example was Patrick (aged 37) 
whose father had a near-fatal car accident when Patrick was sixteen. The adult Patrick 
now lives to a mantra of “Do what you want to do today I might die tomorrow” which 
made PHMs (that he associated with longevity goals) antithetical: “well I don’t want to 
live to be 90 particularly”. Patrick’s negative perceptions of old age had similar effects on 
several men, for very similar reasons: longevity conjured-up images of lost independence, 
relentlessly encroaching infirmity and poor social care. As well as Patrick, several others 
linked unexpected and/or sudden loss of significant others with later risk-taking, including 
the two ex-servicemen.  
 
Fatalism played a part in accounts drawing on anti-trust rhetoric towards both messenger 
(Government, ‘Nanny State’) and PHMs (source, content) and one or two unambiguously 
discounted PHMs on principle, in that they were perceived as Government telling them 
what to do (“Fuck off! I don't want to be told what to do” Roy, aged 51). Several believed 
policymakers failed to trust the men themselves to self-evaluate behaviourally/socially, 
and make wise choices. Those men saw PHMs as manifesting that lack of trust and linked 
their disengagement accordingly. Men who distrusted the messenger cited the deemed 
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politicisation of their origins, which included the State and their GPs (which some framed 
as having vested interests, financially). Except for those overtly choosing compliance with 
PHMs, my coding of ‘Health promotion’ rendered few men demonstrating strong, positive 
orientations towards policymakers’ aims. 
 
 
8.9.5  Health Promotion: Targeting men’s interventions 
Men in the sample also presented their understanding of how guidance-informed, but 
poorly-matched primary care responses to help-seeking can completely miss the mark. I 
return to Ted’s referral for the management of his chronic anxiety to an online well-being 
website. Of the website, Ted, an artistically creative 52-year-old technical architect whose 
professional life involved resolving “issues” said, that he was completely turned-off by the 
website and expressed mixed views about the utility of primary healthcare. I encountered 
several examples of men citing individual differences when considering health promotion 
design targeting. Moreover, the cited the need for varied PHM approaches if they were to 
connect with the range of men represented by even this small cohort. For example, some 
referred to policymakers’ disconnection from diverse individuals’ personal circumstances 
and the limited effectiveness of policies based on national statistical accounts. Men also 
cited differential needs between people aiming to achieve the same health goals, thereby 
implying that context, content and message must all align, for engagement to improve.  
 
Other factors come into play regarding men’s social environments: when I explored men’s 
perspectives on food-related PHMs, some ‘undecided’ married men immediately situated 
their dietary health compliance dyadically, while conferring responsibility to partners and 
spouses (even in the case of single counterparts “who don't have a wife to cook or to buy 
 345 
 
the food”). Eric, for example, volunteered that his social circle contained no men, married 
or single, that deliberately selected foods based on fat content; Eric himself always opted 
for “the normal one”.  Ted considered the content of his food but protected the domestic 
status quo by eating “what my wife brings home”. Eric’s and Ted’s gendered subtexts are 
an interesting reflection on gender dialectics. I explored whether Ted considered himself 
typical in this and he illustrated his position by hypothesising that, if his wife came home 
with three-weeks’ worth of cheap ready-meals, “I’d say ‘Yes, fine’…” (Ted, aged 51)   
 
 
8.10 Summarising men’s health-related meanings and themes 
Chapter Eight records salient findings from my thematic analysis of transcribed, topic-led 
semi-structured interviews with thirty-three currently-riding men in British motorcycling. 
After placing the TA methodologically and describing the broad socially-identified context 
of the men interviewed, the chapter investigated the men’s beliefs, values and attitudes 
to health and general well-being. It did this using coded extracts from the four subthemes 
under Health and Well-being: constructing health, doing health, being healthy and health 
promotion. The men’s lay perceptions of health promotion were operationalised via three 
dominant group-based response patterns. I also briefly considered the men’s thoughts on 
targeted health promotion. My summary is loosely based on the thematic pattern above 
but focuses more on providing a coherent reflection of the men’s perspectives, ready for 
discussion in Chapter Nine. 
 
Among the thirty-three men interviewed, twenty (61%) disclosed pre-existing chronic or 
acute physical and/or mental health conditions. Men predominantly self-categorised as 
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either bikers222 or motorcyclists.223 With some nuances, all men constructed health 
broadly in line with existing lay perspectives: it was generally perceived as normality, 
functional ability and experienced physiologically. But, when I explored group differences 
according to self-categorised social identification, bikers’ health construct codes co-
occurred with a wider range of other health codes than motorcyclists’ (who showed 
fewer, more strongly-related co-occurrences). Bikers’ health constructs coincided most 
with Sense of Coherence (understanding why health) and Food, alcohol, smoking. 
Motorcyclists’ health constructs co-occurred most with My physical activity. Bikers talked 
most about Bike-related well-being. Motorcyclists talked most about My health-related 
behaviour. For bikers, health also meant living independently of prosthetic or medical 
interventions. Regardless of age, most men measured normality against being physically 
able to go on riding and engage in hindrance-free leisure, which they associated positively 
with flourishing. However, all in all, most men found health itself too amorphous to 
quantify, but knew that ‘being ill’ did not include minor ailments. 
 
All men’s health perceptions were influenced by personal experience of ill-health224 
and/or accident in their own lives or the lives of others. Those lacking it accorded health 
lesser priority when making life-style choices, where it also affected their attitudes to, 
and the nature of their health help-seeking. Those with it variously demonstrated health-
related acceptance, stoicism, humour, minimisation and dissonance between internalised 
ideal-type health and lived experience. Across the data, I found cyclic relationships 
between men’s basic help-seeking experiences, their health-relevant beliefs and 
attitudes, and their prior experiences of ill-health and/or accident. Typically, it was this 
                                                     
222 14 men. 
223 14 men. 
224 Either mental, physical or both. 
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that influenced men’s health-relevant belief systems, and engagement with health 
promotion messages and health entities. I also found links between that cyclic 
relationship and wider trust and respect for statutory health providers, from Government 
down, which influenced men’s health praxes. The one medically-qualified man in the 
sample encapsulated many others’ senses that men’s normal help-seeking processes had 
been hijacked by the then current public health screening agenda, to the detriment of 
patients and professionals alike. 
 
I found evidence of sociological ambivalence in several men’s data, as they managed their 
gendered and health-relevant sociocultural subject positions. And for several men, health 
was constructed as initially superficial and/or minimally important but later reconstructed 
as profoundly and personally affecting. A few men disclosed traumatic life events, though 
those did not automatically lead to health-led lifestyles and alternative coping strategies 
often (not always) involved voluntary risk-taking and/or extreme leisure. For older men, 
ageing was important in learning to value health and influenced their engagement with 
health messages. Men overcoming significant physical and/or mental health challenges 
were more proactive help-seekers who took control over the process, feeling empowered 
to question aspects of their care. However, that did not always guarantee compliance and 
led some to disengage from mainstream health provision. And, some men were just plain 
resistant, preferring self-directed diagnoses/care-planning informed by online sources. 
Although not numbered among the resisters, two men exemplified the central role played 
by Information technology in the transmission and uptake of health data by consulting an 
Internet search engine mid-interview for pointers on well-being; both men worked in IT-
based roles. 
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Typically, all men delineated health and well-being, with the two in conceptual symbiosis 
(health almost exclusively physiological, well-being as subjective). Men living with mental 
health conditions that affected their physiology tended to see well-being as body/mind in 
balance. Some men elevated mental well-being over physical health, and some perceived 
the two as an holistic entity, though they were in the minority. Most operationalised well-
being eudaimonically via life satisfaction and all men in this sample invoked motorcycling 
as embodied well-being, which is explored in Chapter Nine. A few men had learned how 
to use mindfulness strategies for mental ill-health, but engagement was tempered by the 
quality and trustworthiness of the referral source. Mostly, these and any other men with 
personal ill-health experience instinctively conceptualised health salutogenically, applying 
Sense of Coherence (SoC) logic: citing the importance of understanding limitations and 
their effects on life, using that to help manage and find meaning. Utilising SoC logic did 
not noticeably enhance health compliance, but it did enhance men’s sense of well-being 
and, therefore, sense of general health.  
 
Economic factors were directly named in only some men’s well-being accounts. A few 
implicated shifting gendered social identities in men’s currently uncertain perceptions of 
masculinity (for example in the workplace). Gauged by their code co-occurrences, bikers’ 
and motorcyclists’ accounts constructed well-being differently. This implies that men’s 
well-being constructs draw from different sources, depending on their self-categorised 
leisure identities. We lack evidence on this, despite its notable public health implications. 
In the UK, many current community-based men’s health interventions involve specific 
sports’ contexts. If men do not self-categorise that way, then such interventions are 
exclusive and probably failing them. 
 
 349 
 
Traditional masculinities were inferred via tropes such as ‘soldiering on’, minimised needs 
and postponing timely help-seeking, which were all enmeshed within the rhetoric of self-
management. Despite (or perhaps because of) this, many men imputed virtue to health-
relevant behaviour, experiencing dissonance between their familiar norms and what they 
perceived as social expectation. Most men’s internal health models made them feel guilty 
for falling short of some perceived ideal. Linked to this, public health messages and policy 
statements were received as unwelcome, coercive, controlling rather than life-enhancing. 
There were notable exceptions among men whose physical health was a performative life 
ethos, linked to competitive sport participation. Competitive engagement influenced not 
only men’s health beliefs, attitudes, values and behaviour, but also their subjective well-
being. However, being competitive did not guarantee a man’s compliance with statutory 
healthcare processes: some competitive men chose disengagement until their condition 
became unavoidable; one opted-out entirely, preferring self-directed care. I found mixed 
experiences of healthcare provision, with the most emphatic standpoints among resistant 
men. 
 
In terms of health promotion, most men acknowledged its importance and felt there was 
a need. Moreover, the men’s internal health models were informed by the then current 
public health messages, regardless of their standpoint. In terms of how, and whether they 
engaged with those messages, the men’s response patterns suggested three perspectives 
dominated: compliance, vacillation and resistance. Proportionally some men thought that 
they were good and right and followed them; some men had no time for them; but most 
men undecided, waivered somewhere in between, dabbling with bits of health promotion 
but never seriously. Irrespective of their self-categorisation as bikers, motorcyclists or 
both, all subgroups showed resistance and ambivalence. Men’s resistance extracts co-
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occurred with their own responses to health promotion and perceptions they imputed to 
‘men’ in relation to it. Ambivalence extracts only co-occurred with those related to men’s 
own health promotion responses.  
 
Bikers’ and motorcyclists’ health promotion extracts coincided with their help-seeking, 
but in different ways and only motorcyclists’ health promotion extracts coincided with 
the two ‘personal trait’ codes: I’m analytical and I’m a risk-taker. I found men’s vacillation 
pivoted most around: ambivalence; lack of trust in the message and/or the message 
source; the sense that because of individually-defined discounting factors the health 
messages were perceived as not applicable to them; apathy and a preference for the 
present status quo; the work-life balance; men’s weariness of “the next Big Thing”;225 
unattractive trade-offs between maintaining one set of health/well-being markers against 
compliance with an externally-promoted behavioural regime in which they had no faith; 
and, a general dislike of being told how they should live. 
 
I also found strong resentment in how some men perceived the effect of public health on 
statutory healthcare and help-seeking. This was also reflected in several men’s responses 
to targeted public health messages and linked health promotion interventions such as 
using traffic-lighted packaging, diseased body parts on tobacco products and sensible 
drinking guidelines. As a group of men in British motorcycling, several clearly perceived 
the health context as culturally feminised. Those men were generally disparaging, 
articulating their dislocation from healthcare and help-seeking, rather than from health 
itself. Across the group, the variation in men’s healthcare experiences spilled-over onto 
                                                     
225 Eric’s phrase, but the spirit of his comments was echoed by others using different forms of words. 
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their engagement with public health messages. A few suggested health’s conceptual 
utility was limited by its subjectivity, both to individuals and in policy and those men cited 
a political over-reliance on questionable statistics in health messages, and the effects of 
individual differences. 
 
Next, Chapter Nine examines the 1752 male motorcyclists’ health-relevant quantitative 
statistical profile in conjunction with Chapter Eight’s health-specific qualitative inferences 
and a range of complementary other qualitative observations on the interview sample’s 
gendered socially-identified praxes. Together these form the foundations on which I build 
my unique contributions to knowledge of men’s health and well-being. 
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Chapter Nine: Data Integration and discussion 
“…causal mechanisms cannot be apprehended directly as they are not 
open to observation, but they can be inferred through a combination 
of empirical investigation and theory construction.” 
Phil McEvoy and David Phillips (2006: 69) 
 
9.1  Chapter Introduction 
Addressing research question one, data from a widely-publicised, freely-accessed web-
based survey completed by 1752 currently-riding male motorcyclists was analysed 
quantitatively to build a picture of how those variables interacted. Addressing research 
question two, data from semi-structured interviews with 33 men randomly-drawn from 
those surveyed was analysed qualitatively, exploring topics of interest thematically. 
Chapter Nine addresses research question three, “How do male motorcyclists’ health, 
well-being and gendered social practices converge?” To do this, it will integrate the 
products from my quantitative and qualitative analyses, relate to my overarching aim,226 
link with existing work and highlight fresh insights gained.  
 
Although promoting men’s health has been the focus of policy and practice attention for 
decades, men are still ‘at risk’ from their gendered social identities, which are not only 
widespread, but also normatively reinforced and linked to their well-being. The purpose 
of this study was to investigate men’s gendered health and well-being and, by addressing 
                                                     
226 To critically assess relationships between well-being and social praxis among men in the United Kingdom, 
and to identify factors contributing to their health engagement. 
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my three research questions, gain better understanding of any potential influences that 
men’s adherence to traditional masculinity ideologies and social identification may exert.  
 
 
9.2 Connecting with the literature 
I start with triangulation, the procedure framing integration of the two paradigmatically 
different datasets. I then compare the qualitative and quantitative research samples. I 
wanted to investigate how men’s health-related attitudes, values and behaviours related 
to one another both quantitatively and interpretatively in a normative context, which 
called for a mixed methods approach. Mixed methods confer an assumed, enhanced 
validity when findings generated using different methodological approaches to one 
subject converge (Farmer et al, 2006). In this chapter, I integrate my qualitative findings 
and quantitative results, considering them alongside existing theoretical evidence. The 
chapter reports convergence selectively as my survey’s scope was broad and my narrative 
findings extensive. So, Chapter Nine draws out only what I believe to be most salient to 
my research questions and it ends by reflecting on strengths and limitations of the study. 
 
 
9.3  Mixed Methods and Triangulation 
Mixed methods is an established, pragmatic health research strategy (eg O’Cathain et al, 
2007a), allowing researchers to investigate the same problem from multiple perspectives 
(Lincoln and Guba, 2000) and generate different complementary data on it (Morse, 1991). 
Some promote mixed methods approaches as actively enhancing research products via a 
‘gestalt’ effect, where the outcomes are of greater value than the sum of their respective 
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quantitative and qualitative parts (Bryman, 2007) and all research is embedded in and 
draws on specific ontologies and epistemologies (Crotty, 1998). But, some methodological 
purists argue that mixing methods blurs the effectiveness of both (cf. Brewer, 2000; 
Bryman, 2006). Nonetheless, each paradigm embodies clearly-defined, well-established 
strengths, and using complementary methods to test dataset meaning is well-established 
(Sechrest and Sidani, 1995).  
 
Effective triangulation adds value, enhances validity and augments understanding of 
research phenomena through establishing varied data sources’ complementarity. It 
concerns the convergence, complementarity and dissonance between different datasets 
within one study and there are three prevailing data analysis types: intersubjective,227 
intuitive228 (most common, yet seldom with detailed methodological processes) and 
procedural229 (Farmer et al, 2006: 380). Farmer et al’s foundational study was dual-
paradigm qualitative-qualitative. But, my own was qualitative-quantitative, and its 
datasets’ contents did not mirror one another exactly. But, where the same research 
concept arose in both (eg well-being or masculinity) I worked intuitively and procedurally 
and towards data integration.  
 
Fully integrated mixed methods studies require the qualitative and quantitative aspects 
to participate in “ongoing iterative exchange” eliciting “engagement with the unexpected 
and often paradoxical” otherwise constrained by linear thinking (Creamer, 2018: xxiii). 
Weighting data in mixed methods designs influences one’s triangulation. It reflects 
emphases placed on one design element over another (eg survey data over interview 
                                                     
227 Multiple researchers work systematically towards consensus on the relationships between datasets. 
228 A researcher subjectively ‘intuits’ relationships between datasets. 
229 Stepwise process documentation based on comparison. 
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data). Underdeveloped data integration leaves findings in silos and the benefits of 
integration are not fully realised. My research design weighted both datatypes equally, 
enabling permeable integration processes whereby one’s results and findings filter 
interactively through the paradigmic mesh.  
 
 
9.4  Convergence between the samples 
Before investigating convergence between the datasets, I assessed convergence between 
my two samples, due to their embedded relationship. My 33-strong qualitative sample 
was randomly drawn from 544 self-selected potential interviewees who were a subset of 
the survey completers (1752 currently-riding male motorcyclists). By randomly selecting 
my interview participants, I hoped to ensure their heterogeneity among the original 544 
men. Assessing the two samples’ convergence adds strength to my conclusions’ overall 
validity. Section 9.3 evaluates convergence between the samples’ survey data profiles on 
all main variables of interest.  
 
 
9.4.1  Demographic characteristics 
Demographically, the samples were broadly similar, with two notable exceptions: Both 
predominantly ‘White – British’, the larger sample included 10% self-classified ‘Any other 
White background’ and a small percentage of men of diverse other ethnicities. But, my 
interview subsample included only ‘White – British’ and ‘Any other White background’ 
men. And, compared to the survey sample, it included a greater combined proportion of 
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men who reported not being in paid work, not being on benefits or who were retired. See 
Table 21. 
 
Table 21. Convergence between the qualitative and quantitative samples’ basic 
demographic characteristics.230 
 
 
 
9.4.2  Personal and mental well-being 
On well-being, the two samples broadly converged on their life satisfaction, sense that life 
is worthwhile (eudaimonic well-being) and one of the two hedonic measures (‘Happy 
yesterday’). But, men interviewed were on average less ‘Anxious yesterday’ and enjoyed 
better mental well-being with less deviation from the mean. See Table 22. 
 
                                                     
230 Please note: ‘Relationships status’ was defined as ‘married’ or ‘single’ for statistical purposes in Chapter 
7. 
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Table 22. Convergence between the two samples’ personal231 and mental232 well-being 
profiles. 
 
 
 
9.4.3  Psychosocial factors 
Both samples’ psychosocial factors broadly converged on four of eight possible variables, 
but varied notably on the others (summarised in Table 23): 
• Traditional masculinity ideologies were adhered-to proportionately less among men 
interviewed than in the larger sample (mean averages). 
• Non-smokers were a much lower proportion of men interviewed than in the larger 
sample.  
• Problematic alcohol consumption weekly, daily, or almost daily among men interviewed 
was proportionately slightly less and non-drinkers was proportionately more than in the 
larger sample. 
                                                     
231 ‘Life satisfaction’, Sense of purpose/meaning (‘Worthwhile’ or eudaimonic well-being‘ happy yesterday’ 
and ‘anxious yesterday’ (hedonic well-being) were measured using four widely-used personal well-being 
questions that also work effectively as free-standing items (Dolan et al, 2011). 
232 Mental well-being was measured using the 7-item short Warwick-Edinburgh Mental Well-being Scale 
(Stewart-Brown et al, 2009). 
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• The Behavioural Risk Composite was scored, on average, higher among men interviewed 
than in the larger sample. 
 
Table 23. Convergence between the Interview and Survey samples’ adherence to 
traditional masculinity ideologies,233 social identification as Bikers or Motorcyclists234 and 
voluntary risk-taking praxes.235 
 
 
 
                                                     
233 Adherence to masculinity ideologies was measured using the ipsative 8-itm Male Role Attitudes Scale 
(MRAS; Pleck et al, 1993). 
234 Social identification was measured using an ipsative adaptation of Doosje et al’s 1995 4-item Social 
Identification Scale. 
235 Alcohol consumption profiles were collected via the FAST Alcohol Screening test (Hodgson et al, 2002) 
and the ‘behavioural risk composite’ scores were calculated from four behaviourally-determined survey 
items, each of which may imply a man is willing take risks voluntarily: normal riding speed in fine weather 
on UK A-roads; normal riding speed in fine weather on UK Motorways; FAST Alcohol screening test score; 
smoking. 
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9.4.4  Motorcycling praxes 
The two samples broadly converged on their motorcycling praxes profiles, but with five 
notable difference being that, as a sample, men interviewed were proportionately more 
likely to have: 
• Active involvement with at least one motorcycle group. 
• Ridden with all-male groups always or often. 
• Regularly ridden motorcycles off-road. 
• Raced motorcycles competitively and/or participated in track-days. 
• Seen themselves as ‘thrill-seekers’. 
 
Both samples’ most commonly-chosen machine manufacturer was Honda (survey: 24%, 
SSI: 22%), and both samples represented a broad range of engine capacities (survey: 49cc 
to 2300cc with eight adapted for disability; SSI: 125cc to 1670cc, with one adapted for 
disability). 
 
Table 24. Convergence between the qualitative and quantitative samples’ motorcycling 
praxis profiles (exceptions to N are stated). 
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9.4.5  Overall summary 
In conclusion, the samples’ general convergence level either ‘agreed’ or, more rarely, 
‘partially agreed’. Main areas of divergence concerned the interview sample: 
1. Being a marginally more ethnically homogeneous subsample. 
2. Having a higher proportion of men not in paid work, not on benefits, or retired. 
3. Being less ‘Anxious yesterday’. * 
4. Having better mental well-being. * 
5. Being less adhered to traditional masculinity ideologies. * 
6. Being more likely to smoke. * 
7. Being more likely to abstain from alcohol. * 
8. On average scoring slightly higher on the ‘Behavioural Risk Composite’. * 
9. Being more actively involved with at least one motorcycle group. 
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10. Being more likely to engage in male-only group-riding. * 
11. Being much more likely to engage in regular off-road riding. 
12. Being much more likely to engage in motorcycle racing and/or track days.  
13. Being much more likely to see themselves as a ‘thrill-seeker’. 
* Asterisk denotes a dependent variable considered in at least one Chapter 7 hypothesis. 
 
 
9.5 The Data Integration Context 
The remaining sections reflect on my research’s theoretical context, assessing the two 
datatypes’ convergence. My survey did not measure men’s self-rated perceptions of 
health directly but chose instead to focus on four related factors: personal well-being, 
mental well-being and two common risk behaviours236 implicated in many conditions with 
demonstrable gendered health inequalities weighted against men (eg cancer, depression, 
heart disease).237 It also measured two socially-constructed elements of health-relevant 
self-perceptions: the men’s adherence to traditional masculinity ideologies and social 
identification as bikers/motorcyclists. I have presented the study’s data integration 
context below in Figure 63 as a Venn diagram. 
                                                     
236 Alcohol consumption and smoking. 
237 See, for example: https://www.nhs.uk/news/medication/cancer-rates-in-men/  and 
https://www.express.co.uk/life-style/health/839504/cancer-symptoms-men-women-survival 
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Figure 63. Venn diagram of overlapping and unique issues addressed by the survey and interviews. 
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9.6 The Interview Sample’s Normative Health Conceptualisations 
Section 9.5 presents the qualitative health findings from my interview sample as a theory-
informed, discursively-constructed normative platform, which underpins consideration of 
convergence between the men’s quantitatively-constructed normative positions and the 
findings from my thematic analysis on relevant specific areas. Reiterating the importance 
of lay men’s voices to health research and challenging policymakers’ assumed lay health 
ignorance (Smith and Anderson, 2018), my sample of male motorcyclists offer a unique 
perspectives on men’s health-relevant attitudes, values and behaviour and add to present 
knowledge and debates about Men’s Health. 
 
 
9.6.1  General health perceptions 
Echoing Allen and Warner (2002), Blaxter (1990), Hughner and Kleine (2004), Robertson 
(2006a) on lay health perceptions, men typically saw health as ‘life as Normal’: not being 
sick/ill and being able to function normally (gauged by many as the physical capacity to 
ride motorcycles, which enhanced their well-being). Most intuited health salutogenically, 
integrating health conditions into wider life and making sense of strengths and limitations 
compatibly with Antonovsky’s Sense of Coherence framework (SoC; 1996). In men with 
physical ill-health and/or accident and/or mental health histories, this was emphasised. 
Belonging to motorcycle-related and other social groups clearly helped meet men’s 
achievement, affiliation and identity needs (Johnson et al, 2006). The ex-military men’s 
accounts suggested this involvement provided implicit social support mechanisms that 
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fostered group cohesion, embraced238 voluntary risk-taking and confrontation, challenged 
post-conflict stigma and offered peer-led contexts facilitating recovery from psychological 
and/or physical trauma (cf. Stana et al’s 2017 study of veterans’ online support forums).  
 
Few men overtly cited physical health as an important performative ethos and most that 
did were motivated directly or indirectly by competitive factors that they associated with 
enhanced subjective well-being. This supports meta-analytical findings from one study of 
leisure-time physical activity and subjective well-being, where engaging with leisure-time 
physical activity emerged as beneficial for positive affect and life satisfaction (Weise et al, 
2018). It also aligns with Stebbins’ perspectives on Serious Leisure (SLP; 2006, 2011), and 
supports serious leisure’s enhancement of eudaimonic well-being and self-fulfilment. The 
SLP was further upheld by demonstrable commitment to optimising and prolonging men’s 
riding careers whether racing, enhancing riding skills, or simply fundamental to daily life. 
 
 
9.6.2  Health-related social agency 
Men’s treatment engagement, agency and sense of hope are facilitated by male-positive 
action-oriented interventions (Patrick and Robertson, 2016). Some felt the lack of male-
friendly treatment options keenly during help-seeking (Liddon et al, 2018), though this 
was less evident in men with pre-existing conditions who were more familiar with medical 
environments. As per established evidence, several saw mainstream healthcare contexts 
and health promotion material as feminised (Moore, 2010), not speaking their language 
(River, 2018; Stein, 2018) and adding to their sense of stigma (see Lee and Frayn, 2008). 
                                                     
238 Rather than shied away from. 
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All are implicated for men’s treatment effectiveness, certainly in mental healthcare (see 
Robertson et al, 2016) and had affected my sample’s uptake of care and engagement with 
health providers.  
 
Health sensibilities of many matched findings identifying men’s preference for ‘doing’ 
health over thinking or talking about it (Farrimond, 2012; Gough et al, 2010). Indeed, 
beyond ‘doing’ health as a performative extension of high adrenaline leisure, many men’s 
narratives suggested that receiving diagnoses (or even needing to take control over poor 
treatment experiences) enabled them to deploy action-oriented subject positions as the 
preferred treatment engagement strategy. Several accounts of self-management during 
unsatisfactory treatment scenarios strengthen Farrimond’s assertion that postmodern 
masculinities question medical authority structures during health help-seeking (2012). 
 
 
9.6.3  Health, women and dyadic roles 
Men tend to see themselves as healthier than women (eg Blaxter, 1990; Sloan et al, 2010; 
White et al, 2011b), but apart from two men’s comments (both contextualised to dietary 
food choice), this was not evident among men I interviewed. Where women were invoked 
to contrast their own (or ‘male’) behaviour, it was that women sought help and talked 
about their problems more readily. Despite challenges to role-based paradigms’ 
problematisation of men and their bodies (cf. Connell, 2005:51), several men adopted 
gender-role standpoints, suggesting their continuing utility and normative influence (see 
Messner, 1998).  
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Some men named wives as their sole emotional support provider. This is not unusual: one 
review saw many men identifying partners and friends as a primary help resource (Smith 
et al, 2006). But, married men whose wives are their sole resource, rather than friends or 
professionals are, arguably, “constrained by gender socialisation and actively supporting 
the construction of women as men’s caregivers.” (Addis and Mahalik, 2003: 10; cf. Zarhin, 
2018). Well-documented evidence links marital status and health-relevant factors such as 
well-being, exercise and balanced eating, via the notion of social control. Eg, Homish and 
Leonard, 2008; Umberson et al, 2018). Also, proximity and privileged access render close 
social relationships liable to expose the often private, sometimes secrecy-laden contexts 
of (un)healthy praxes that prevent health engagement (Asch and Rosin, 2016).  
 
Many lay people organise their health-related dietary ideas around public health-relevant 
discourses, eg health risks linked to saturated fats, food additives, virtuous consumption 
versus morally-questionable consumption (see Lupton, 2005). That was also true here. In 
my predominantly white, heterosexual interview sample, several men opted for relational 
harmony over ‘rocking the boat’ in food-linked domestic issues (Allen et al, 2013). Those 
men deferred to wives’ domain-based control over food prep and decision-making. If all 
men are health consumers, then some male groups may routinely delegate their dietary 
responsibilities based upon gendered domestic roles. Thus, it is a key finding that, outside 
dyadic contexts, those men’s food choices are an ideologically contested terrain. 
 
 
9.6.4  Health perceptions and ill-health 
Among my interview sample, over 60% had experienced their own or significant others’ 
mental and/or physical ill-health/accident. Given my sampling strategies, such conditions 
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may be over-represented in male motorcycling. This is an important observation. In my 
study, that experience clearly affected three things. First, men’s responses to public 
health messages (PHMs). Second, their engagement with health help-seeking. Third, their 
views of health itself. This key finding was manifest in their uptake of cautionary PHMs: 
men with that experience engaged more readily; men without it tended to dismiss 
(medical) healthcare as a lifestyle priority. Notions of ‘fitness’ held different meanings.  
 
Evidence239 consistently shows that individuals’ attitudes and beliefs about real-world 
issues240 can be changed via strong, well-designed, effective narratives (Schreiner et al, 
2017). Notably, some men expressed fatalistic attitudes (FA) following the death/accident 
of significant other/s. FA applied to health-relevant self-care hinge around the thesis that, 
ultimately, ‘life chances’ exceed one’s own control (cf. Pearlin and Schooler, 1978). Those 
men’s FAs identified them as prime targets for socially-marketed health promotion (DH, 
2011). Yet, for men inhabiting status-driven social worlds where voluntary risk-taking and 
socially-constructed masculinity ideals like stoicism and/or toughness are valorised, our 
current PHMs seem neither sufficiently strong, well-designed, nor effectively-argued or 
targeted enough to affect meaningful attitudinal change. FAs were most evident among 
men who had lost close friends/family members or had active military service records. 
Those resisted compliance and took dismissive standpoints on healthy behaviour (see 
Section 9.5.5). ‘Living for the moment’ can become entrenched in men’s situated risk-
taking after a friend’s death and is influenced by men’s masculine ideals via norms-based 
voluntary risk-taking practices (Creighton et al, 2015). In motorcycling, death and accident 
are constants. Its social environments host diverse, typically hyper-masculine norms and 
                                                     
239 For example, Green and Brock (2000) and Green and Brock (2002), cited by Schreiner et al, 2017). 
240 Health could be one such example. 
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ideals (Ilyasova, 2006). These two issues were conflated attitudinally in several narratives, 
including the two ex-servicemen.  
 
Men expressing ambivalence did so in ways that suggested their chief tussles related to 
health-related structural constraints. According to sociological ambivalence (posited by 
Thomas Merton; Merton and Barber, 1963), they experienced dissonance from rubbing 
against the interface between embedded health structures, paradoxical social mores and 
the assumed meanings attributed to compliance. This also echoes Robertson’s (2006a) 
‘push-pull’ model of interplays between lay men’s health and traditional masculinity that 
was evident in their personal investments in compliance/resistance. He observed that 
entering stable heterosexual/gay relationships or fatherhood lessened the significance of 
men’s drive to express traditional forms of masculinity via (health-related) risk-taking or 
edgework, though men may retain their hegemonic ideals (Robertson, 2006a: 182,183). 
Yet, that was not universally reflected here: my survey sample’s composite behavioural 
risk scores241 showed both married and single men engaged in risk-taking and edgework. 
Yes, the survey sample’s married men had statistically significantly lower risk scores than 
its single men, but that position was reversed among men interviewed. There, the single 
men’s mean average scores were lower. This may be due to undue influence from four 
married participants who all engaged in more pronounced risk-taking, both with health 
and in their leisure motorcycling.242 
 
                                                     
241 The Behavioural Risk Composite variable conflated self-reported fine weather riding speeds on British A-
roads (not Dual Carriageways) and motorways, cigarette smoking and alcohol consumption profiles. 
242 Kurt, Patrick, Reuben and Walt. 
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Robertson considered potential behavioural and masculinity implications of “[l]osing the 
‘edge’” (ibid, p184) for one participant, Quinn, as a physically-impaired man.243 Thus, it 
was interesting that I found edgework was personally and anecdotally valorised by this 
population on behalf of those living with limb-loss or other post-trauma condition/s, and 
symbolised perpetuation of their socially-identified selves in this hyper-masculine leisure 
community.  
 
 
9.6.5  Mental health help-seeking 
GPs/other primary healthcare professionals are increasingly directed to address stressed 
and distressed men’s needs, yet men still find mental healthcare less accessible.244 A high 
proportion of men I interviewed had experienced impaired mental health. More than one 
described challenges accessing mental healthcare, including accepting that they needed it 
and overcoming its stigmas (see House et al, 2018; Medina-Petrucha et al, 2017; Yousaf, 
Grunfield and Hunter, 2015). One 2018 study of stigma’s burden on health and well-being 
hypothesised a clustered taxonomy of stigmatised statuses, each impinging on 
individuals’ health and well-being and sometimes resulting in multiple stigmas. Every 
cluster included individual stigmas eg (not exhaustively): being transgender or gender 
non-conforming; Christian; currently alcohol-dependent; divorced; experienced various 
cancers; fat, overweight, obese; ‘old’; schizophrenia; short stature; smoking; symptomatic 
or remitted depression; unemployed, poor or working class (Pachankis et al, 2018). Most 
men I interviewed had disclosed at least one from the above-specified list. Many 
disclosed multiples. According to those authors, burdens differed between clusters and, 
                                                     
243 He was citing here, Gerschick and Miller (1995). 
244 Cf. Tom’s comments in Chapter 8. 
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depending on the cluster, issues like emotion regulation, interpersonal discrimination, 
health impairment and stress were also linked with perceived personal responsibility 
(ibid.).  
 
However, despite the established traditionally masculine leisure context for my study, 
men were not averse to talking therapies when life got tough. In practice, on grounds that 
many had received off-putting past treatment responses or encountered clinicians who 
failed to meet their needs, their therapists were often peers, not health professionals (cf. 
Smith et al, 2018). Also, several men chose to seek help anonymously online from health 
websites, or within online groups or forums (cf. Nikoloudakis et al, 2018). 
 
 
9.6.6  General health help-seeking practices 
Men’s health cannot be understood outside their social context (Hearn and Kolga, 2006). 
Given the potential prevalence of single or multiple physiological and/or psychological ill-
health conditions in this research population, not only social aspects of motorcycling 
culture, but also MMs’ experiences of ill-health must be considered salient to their social 
context. This also emphasises the importance of these men’s accounts as contributions to 
current knowledge of men’s health. Men often resist health help-seeking, doing it less 
often and in a less timely way than women (Galdas et al, 2005). Though their help-seeking 
is problematised, not all are reluctant health help-seekers (eg Robertson and Williams, 
2009). My participants’ narratives typically framed help-seeking in a wider context ‘being 
healthy’. Men talking most readily of their own help-seeking had grappled with it already 
at some point in their lifecourse.  
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Lay men’s exposure to televised material about men and health makes health meaningful 
for them, as a basis from which to work out their own compliant/resistant responses 
thoughtfully and purposively (Hodgetts and Chamberlain, 2002). I saw this clearly, too: 
Simon self-diagnosed sleep apnoea followed exposure to a medical drama, a revelation 
that determined his help-seeking and self-management strategies, positively affecting his 
sense of self-efficacy. Health is being re-positioned in hegemonic discourses as a form of 
social achievement predisposing men positively toward health consciousness (Farrimond, 
2012). Indeed, several men (eg Ben, Paul, Reuben) saw being healthy as a coveted aspect 
of their social identity. But, it was secondary to their true drivers ie, the intrinsic rewards 
of competitive sport, of edgework and the social benefits of group membership. Despite a 
tendency towards resistance, I found that internal health and well-being ideals influenced 
many’s self-concept and help-seeking, supporting established evidence that individuals 
idiosyncratically gauge life satisfaction against their own, often arbitrary measures (eg, 
Diener, 1984, 2012; Diener, Oishi and Lucas, 2003; Ryan and Deci, 2001). 
 
 
9.6.7  Health promotion responses 
A key finding from my study is that men fell into three broad response categories with 
regards to public health messages: compliance, vacillation (the majority) and resistance. 
And, they were neither health-naïve, nor apathetic. Indeed, several were passionately 
vexed by State incursion into healthcare via the evolving public health screening agenda, 
invoking it to justify their disengagement or resistance. So, non-compliance, resistance 
and distancing may not be adequate as standalone indicators of their precepts. Men’s 
health practices and help-seeking incorporate complex biological, psychological and 
sociological factors that require multi-disciplinary responses for their health experiences 
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to be effective (Smith et al, 2006). Established psychological models245 bracketed by the 
multi-disciplinary Reasoned Action Approach (Fishbein and Ajzen, 2010) predicate our 
behaviour and behavioural intentions on interplays between our subjective norms, 
attitudes towards the behaviour in question and perceived behavioural control (modelled 
in Figure 64 by Nisson and Earl (in press)).  
 
 
Figure 64. Re-created from C. Nisson and A. Earl: ‘The Theories of reasoned action and 
planned behaviour.’ In K. Sweeney & M. Robbins (Volume Eds.) The Wiley Encyclopedia of 
Health Psychology: Volume II, The Social Bases of Behavior (in press, due January 2019). 
 
Yet, as reflected in theory and my qualitative data, both healthcare contexts and health 
promotion interventions poorly reflect men’s needs, subjective norms and even language, 
which affects their uptake of and stance towards PHMs. Sport-focused community-based 
health promotion initiatives are effective with certain male groups. Enhancing an “already 
                                                     
245 The Theory of Reasoned Action (Fishbein and Ajzen, 1975), and the Theory on Planned Behaviour (Ajzen, 
1991, 2008; Ajzen and Fishbein, 1980, 2005). 
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great” health improvement process is preferable to starting over, but health professionals 
who deliver effective initiatives are “high performers getting great results” but who often 
fail to find out why (Terry, 2018:14). Current ‘already great’ UK community-based, male-
focused and evaluated interventions tend to involve football eg English Premier League’s 
Football in the Community men’s health programme (Curran et al, 2016) or the European 
Fans in Training (EuroFIT) programme (van Nassau et al, 2016). There presently seems 
scant appetite beyond football for such outreach interventions. If truly effective, football-
based programme delivery processes should be examined critically and laterally for 
potential adaptations to non-football-focused groups (eg bikers; yachtsmen). 
 
Social determinants implicated in gendered health inequalities still elude resolution 
(Robertson and Baker, 2017). Men’s know they ‘should care’ about health issues, while 
behaving like they ‘don’t care’ about them (Robertson, 2003:111). Contemporary men 
encounter many such challenges balancing opposing values they hold dear. This was 
reflected in embedded role-/status-based ambivalence towards health as my qualitative 
sample tried to reconcile antithetical norms and their counterparts (Merton and Barber, 
1963). Sociological ambivalence goes beyond psychological ambivalence because in it, 
social actors’ struggle to manage that reconciliation process behaviourally (Nowotny, 
2011). This was evident in men’s vacillation between compliance and resistance, where 
concessions to compliance in the wider social ordering of health was tempered by their 
emphatic use of distancing, or the irrelevance of health promotion until/unless a specific 
issue became personally concerning.246 Therefore, another key finding from my study is 
that the immediacy and rewards found in peer-led sociocultural practices (eg edgework, 
                                                     
246 The perspectives of many men interviewed may be summed-up by this comment from Drew, aged 22: 
“…unless it’s something that may kill them in the next 5 minutes then they won’t pay much attention”. 
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smoking, diet) result in men making frequent health-relevant trade-offs, because ‘health’ 
is conceptually abstract and ‘health promotion’ refers both to the unknown future and to 
unquantifiable timescales. This resonates with views that men’s health non-compliance 
holds functional social benefits (eg Robertson and Williamson, 2005; de Visser and 
McDonnell, 2013).  
 
We know online help-seeking is common: health-related searches comprised c.20% of all 
Google’s 2015 activity (The Google Corporation, 2015).247 Despite vacillation between 
compliant/resistant health attitudes, several men routinely searched online for general 
and specific health data, so ‘health promotion’ flourishes, informally. Moreover, social 
media involvement can be harnessed positively in environments characterised by 
mutually-reinforced healthy behaviour (Brea et al, 2016). Health and related data pass 
freely between social media users, therefore autobiographical experience contributes 
uniquely to both forming and disseminating health-relevant knowledge. Online health 
interventions and blogging empower people as patients eg women’s resistance of 
“medical patriarchy” (Sosnowy, 2014:316). However, while offering unregulated data to 
help-seekers (often anonymously), they also subtly habituate people to State-driven 
individual responsibility discourses. Therefore anonymity, subtle habituation, perceived 
empowerment and exposure to unregulated information all potentially influence lay 
perspectives. Web-based media’s role in men’s health help-seeking emphasises these 
effects (see eg Bogle/Men’s Health Forum, 2013a, 2013b; Best et al, 2016). But, men 
under stress find ways to ameliorate it and the immediacy and perceived control afforded 
                                                     
247 See: http://googleblog.blogspot.co.uk/2015/02/health-info-knowledge-graph.html  
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by internet-based help-seeking allows them to find male-centric environments they feel 
suited to.  
 
Healthcare providers treating distressed men are challenged to use men’s own language 
(Stein/MHF, 2018). Logically, that injunction should include men’s health promotion, but 
that typically adopts risk-averse logic illustrated with homogenised mesomorphic248 body 
norms. These compromise ‘normal blokes’’ engagement and may even elicit resistance 
(cf. Hodgetts and Chamberlain, 2002; Richardson, 2004; Robinson and Robertson, 2010a). 
Men I interviewed argued that health promotion literature and healthcare contexts were 
designed for women, using feminised language and risk-aversion tropes. A key finding 
from my research is that men’s liking of voluntary risk-taking/edgework also highlights 
the poor fit of currently-dominant sport-based interventions even for ostensibly health-
oriented men eg Ben, Paul and Reuben.  
 
 
9.6.8  Health intentions and resistance 
Having strong masculinity beliefs halves men’s uptake of preventive healthcare (Springer 
and Mouzon, 2011). Men I interviewed demonstrated subjective traditional masculinity 
norms, even when they claimed little or no awareness of masculinity (considered later). 
Men’s subjective male norms influenced their health-relevant behaviour and behavioural 
intentions towards one or other resistance-related stance (see 9.4.6 and 9.4.7, above). 
And, while their narratives implied at minimum part-adoption of personal responsibility 
                                                     
248 Sturdy and/or muscular. 
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health agendas,249 many still expressed consistently strong resistance towards health 
compliance, providing more evidence of men’s health-relevant sociological ambivalence. 
Men’s activation of social ‘masculinity’ capital connects with functional opposition to 
public health compliance (eg de Visser and McDonnell, 2013). But, my interview sample’s 
functional opposition seemed more about self-containment and proneness to addressing 
health needs only when impossible to ignore, than it did their functional activation of 
masculinity capital. Many men opted for self-diagnosis and self-medication. Even for men 
accustomed to healthcare, help-seeking was postponed till ‘normality’ became unviable 
due to altered physical and/or mental health (cf. O’Brien et al, 2005). Men’s disavowal 
and postponement of health help-seeking is established (eg Medina-Petrucha et al, 2017; 
Yousaf, Grunfield and Hunter, 2015).  
 
Some men invoked what one, Ozzie, termed “teenager syndrome”: knee-jerk reactions to 
external conformity pressures eg Chet, Ricky (for work on men’s responses to dissonant 
structural expectations, see Richardson, 2004, 2010; Robertson 2006a, 2009; Robertson 
and Williamson, 2005; White, 2006). Teenager syndrome often coincided with mistrustful 
attitudes to/beliefs about health policymakers’ credibility and their controlling stake in 
health and healthcare provision. The latter disagrees with findings that, regarding dietary 
PHMs, most people are willing to trust the accuracy of government bodies’ and health 
professionals’ input (Lupton, 2005). Several men here perceived themselves beyond the 
remit of common PHMs, citing pre-existing balanced lifestyles (see Robertson, 2006a), or 
because they interpreted PHMs unidirectionally, imposing reductionist perspectives (eg 
                                                     
249 See DH (2011) on the social marketing approach to health compliance; this document contains strategies 
that still influence policymakers’ approaches. 
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perceiving them as only weight-reduction, or only anti-smoking, hence, “not relevant to 
me”).250  
 
As a research population, male motorcyclists are consistently portrayed as an undesirable 
subculture.251 In 2017, the BBC reported brewery chain Samuel Smith barring bikers from 
a West Yorkshire pub. Samuel Smith’s corporate solicitor agreed it was a discriminatory 
but dismissed it saying that bikers are not a “protected Group” under the Equality Act.252 
But, they remain barred in 2018.253 Sociologically subculturalists adopt resistance to 
subvert hegemonic social meanings and the power plays that go with them. That 
subculturalists’ resistance occurs at micro,254 meso,255 or macro256 levels is important to 
male motorcyclists’ health, because resistance for men I interviewed was enmeshed with 
their sense of agency and well-being. So, a key finding from my study is that men react 
non-compliantly to public health messages when they mistrust the messenger; 
experience an intervention as coercive control; and interpret them unidimensionally. 
Altogether, these elements underline that men’s health and men’s perceptions of it are 
complex and multifaceted, involving many other areas of life (eg Connell, 2000, 2005, 
2012a; White, 2006; Williams and Robertson, 2016). 
 
                                                     
250 For example, Drew, Marcus, Tom. 
251 Chapter Four identifies where this applies to cinema, paper media and on TV. 
252 See: https://www.bbc.co.uk/news/uk-england-york-north-yorkshire-40555012  
253 See: https://www.mirror.co.uk/news/uk-news/welcome-britains-strictest-pub-trainers-13045751  
254 Where a subculture participant takes personal action against what they perceive as the stigmas, 
stereotypes and other social or political mores associated with the cultural hegemony. For example, a 
member of a motorcycle club might use biker-style clothing to resist hegemonic pressures to conform to 
other forms of dress. 
255 Where a subcultural participant takes personal action within their own subcultural group to challenge its 
norms and expectations, with the aim of transforming it into some form of an ideal version of its existing 
form. For example, an advanced motorcyclist in a bike club known for risky riding may introduce ‘skill for 
life’ approaches to fellow members, aiming to elicit changes in riding style across the whole group. Meso 
resistance is not reaching out beyond the group but taking place within it. 
256 This represents the more organised actions of a resistant large-scale group collective, in support of 
others or galvanised against a common social or political ideology, with the goal of change. 
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9.7 Data integration and convergence 
Section 9.7 provides a cohesive story based on integration of and convergence between 
men’s (qualitative) narrative autobiographical accounts and (quantitative) self-reported 
well-being, adherence to traditional masculinity ideologies, social identification, health-
relevant behaviour and motorcycling praxes. It explores interplays between quantitative 
self-reports and the phenomenological realities of men’s well-being and motivations for 
health-relevant social praxes. My research design and abductive logic weight equally the 
qualitative (men’s reflexive commentaries on their own pre-conscious experiences) and 
the quantitative (men’s empirical scores). My study’s contribution to knowledge rests on 
its ability to engage both. 
 
According to the Stanford Encyclopaedia of Philosophy, phenomenological reality is 
manifest in the immediacy of the experiencing subject’s experience (a ‘first-personal 
given’ arising in the pre-reflective consciousness).257 To illustrate its utility: edgework is a 
universal concept, applied as readily to any high-adrenaline occupation.258 In edgework, 
phenomenological reality is the pre-conscious experiential immediacy of ‘the edge’ (a 
liminal space between order and chaos; Apter, 1992; Lyng, 1990, 2005). In motorcycling, 
phenomenological reality and edgework are operationalised via, for example, the 
subjectivities of riding a chicane at speed, stretching one’s comfort zone and skills: Time 
distorts (Rosa, 2010) and self-consciousness is subsumed into controlled immediacy via 
accelerated information-processing. While the former is symptomatic, the latter are 
visceral and existential, involving continuous pre-conscious computations between 
                                                     
257 See: https://plato.stanford.edu/entries/self-consciousness-phenomenological/  
258 For example, gambling, hunting, skiing, criminality, sailing and the execution of military operations. 
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[height-weight-centrifugal force-centre of gravity] and the length/arc of each bend in 
relation to speed, gear and power.  
 
Successful execution of voluntary risk-taking actively enhances individuals’ senses of 
control, accomplishment and agency (Lupton and Tulloch, 2002a). Competence, mastery 
and well-being share established positive links with, and significantly predict subjective 
well-being (notably life satisfaction, happiness and subjective health; Pietraszkiewicz et al, 
2017:83). Contextually, edgework’s unique embodied logics facilitated all these qualities 
for my interview sample as (to greater and lesser extents) they ‘engaged the edge’ and 
“return[ed] unharmed but stylistically pure” (Bunn, 2017: 1319). “Once you’re there… it’s 
a quietness… everything becomes slow… a good sign because it means you’re going fast, 
everything is fluid, your breathing is relaxing” Reuben cited edgework as responsible for 
self-control/self-confidence beyond motorcycling. This is important: male motorcyclists 
are highly reflexive social actors (cf. Haigh, 2008; Haigh and Crowther, 2005) and those in 
I interviewed constituted their edgework discursively via autobiographical commentaries 
on their pre-conscious experience. 
 
 
9.7.1 Baseline well-being 
This was higher-than-average, typically construed as ‘mind’ but enmeshed with ‘health’. 
Echoing consistently-established evidence, and based on statistical analyses of my survey 
data, in all but the ‘anxious yesterday’ scores, these men’s personal and mental well-
being were statistically significantly related to their marital status. Using a new, social 
identification-led application of this measure, my survey assessed respondents’ mental 
well-being via the short Warwick-Edinburgh Mental Well-being Scale (sWEMWBS; 
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Stewart-Brown et al, 2009). It was complemented by four personal well-being questions 
about life satisfaction, eudaimonic and hedonic well-being (eg ONS, 2011, 2017a). 
 
Compared with men’s UK population norms (calculated retrospectively from 2010-2013 
Health Survey for England data (HSE) N = 27,169; Ng Fat et al, 2017), according to their 
sWEMWBS scores, the 1752 currently-riding male motorcyclists in my purposive survey 
sample had higher-than-average mental well-being. HSE annually interviews a new 
randomly-selected, nationally-representative sample of individuals living in private 
households in England. They are selected according to a multi-stage, stratified, probability 
design (ibid, p1131). For 2010-2013, although scores varied related according to [eg, age 
or ‘limiting long-standing illness’], HSE found no statistically significant difference 
between male and female well-being norms (ibid). Table 25 summarises sWEMWBS 
scores for the HSE’s males and my own research sample (data for both was gathered 
between 2010 and 2013). A key finding from my qualitative data was that experiential 
rewards from riding at speed provided the motivational intersection between well-being 
and voluntary risk-taking.  
 
Table 25. Comparing sWEMWBS scores for men in the 2010-2013 HSE cohorts (Ng Fat et 
al, 2017) and male motorcyclists surveyed by me between July and December 2012. 
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Some men linked perceived health and well-being with changing gender roles and the 
altered socioeconomic status of blue-collar work (cf. Smith and Anderson, 2018). That 
may reflect their sociological ambivalence and deeper unease about externally-driven 
changes to men’s gendered social identities. Men interviewed also showed different 
relationships between general well-being and other health codes based on their self-
categorised leisure identities. Bikers’ and motorcyclists’ well-being constructs drew from 
dissimilar sources (Figures 56 and 57, Chapter Eight). This should be investigated further, 
given known associations between self-categorised social identity, health outcomes and 
how individuals make sense of and respond to their social structural contexts (Haslam et 
al, 2009).   
 
Men interviewed overtly conflated motorcycling with well-being. Many used it to cope 
with stress. However, not for anger, which was specifically flagged due to its ill-effects on 
decision-making. Riding also affected well-being among men who had used voluntary risk-
taking to let off steam when they deliberately sought out high-adrenaline experiences (eg 
Kurt, Reuben, Walt). Several men referred to ‘needing to be on their bikes’ after periods 
of abstinence (eg Nigel) and frequent riding was a cumulatively self-enhancing self-
selected source of hedonic well-being (cf. Mochon et al, 2008). ‘Daily and commuter 
riders’ reported similar positive effects from daily riding on their experiential well-being 
and the irrelevance of getting cold/wet. This may challenge claims for hedonic adaptation 
(eg Helson, 1964; Mochon et al, 2008) and instead support Diener et al’s (2006) individual 
differences thesis on the context-driven adaptation to hedonic set-points. And, it suggests 
cross-overs with evidence of positive associations between motorcycle commuting and 
well-being (see Bennett’s/Capitalize, 2014; ONS, 2014a). 
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Considering men’s current sports-based community-health interventions, I found group 
differences with potential public health implications among men in my interview sample. 
For most, enhancing well-being was an important experiential practice powerfully 
mediated by voluntary risk-taking, on and off the bike. Narrowly-focused interventions 
may inadvertently exclude men who fail to fit one specific profile. This makes them less 
effective at engaging large groups of others whose self-categorised leisure identification 
is different. However, as Robertson and Williamson observe, there is a thin line between 
pragmatic targeting and the replication or condonement of “characteristics that can lead 
to damaging health practices” (ibid, p297). There is a challenge, then, for those seeking to 
engage men who actively seek out traditionally masculine leisure contexts marked out by 
voluntary risk-taking praxes. 
 
Here, I repeat Table 20, to contextualise later consideration of convergence between the 
two datasets. 
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Table 20. Summary of key quantitative results from hypotheses one to six, inclusive. 
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9.7.2  Married versus single men259 
Hypothesis One investigated differences between 1267 married and 421 single men’s 
well-being, adherence to traditional masculinity ideologies, social identification as bikers 
or motorcyclists and Behavioural Risk scores. Married men had better life satisfaction, felt 
life was more worthwhile, were ‘happier yesterday’ and had more positive mental well-
being than single counterparts. There was no significant difference between married and 
single men’s ‘anxious yesterday’ scores. ‘Married’ statuses predict well-being (eg Hewitt 
et al, 2010; Soulsby and Bennett, 2015) and enhanced well-being is positively associated 
with better psychological health. This in turn improves men’s psychological coping (Uggla 
and Mace, 2015), ameliorates their depression (Cramm and Neiboer, 2012) and helps 
their health engagement (Blumberg et al, 2012). My research participants inhabit the 
stereotypically ‘traditionally masculine’ social milieux of British motorcycling, so it was 
positive for married men’s physiological health that they were statistically significantly 
less adhered to traditional masculinity ideologies260 than the singles. There are widely-
reported associations between men’s poorer health outcomes261 and the performative 
traits such ideologies endorse. I found minimal differences between married and single 
men regarding their social identification as bikers or motorcyclists.  
 
Dichotomisations of the interview sample for comparative purposes were limited by its 
size, but relative numbers of married and single men were enough to allow descriptive 
exploration on marital status. Decades of research evidence attributes protective health 
                                                     
259 See Chapter Seven for the inclusion criteria for men categorised here as either ‘married’ or ‘single’. 
260 Such as: “A man will lose respect if he talks about his problems”, “I admire a man who is totally sure of 
himself”, “A young man should be physically tough, even if he’s not big” (see Pleck et al, 1993b). 
261 For example: ONS, 2012, 2014b, 2014c, 2016a, 2016b, 2016c, 2016e. 
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effects to marriage and higher well-being to married men (cf. Williams, 2003). This was 
reflected in the survey sample, but not the interview sample where singles262 contributed 
most to higher overall well-being, not married men.263 In that sample, married men’s life 
satisfaction was on average less than singles (7.32 and 7.44, respectively). They also felt 
life less worthwhile than did single men (7.36 and 7.67, respectively). Both groups were 
similarly ‘happy yesterday’, but married men were more ‘anxious yesterday’ than singles 
and reported lower mental well-being (2.91 and 2.78; and 25.6 and 27.7, respectively).  
 
Both married and single men perceived well-being as flowing from interactive relations 
between physiology and mind, and all believed that physical wellness did not equate to 
mental health (or vice versa). One key finding is that men with depression and/or other 
mental health conditions from both groups prioritised maintaining perceived well-being 
over adopting public health-compliant physical health behaviours, citing well-being’s 
whole-life influence. Most powerful well-being enhancers included bike-related practices 
and social stability and, for some, non-overtly-healthful dietary choices.  
 
Unlike the survey sample, married men interviewed were more adhered to traditional 
masculinity ideologies then singles (16.18 and 13.78, respectively). They were also more 
socially identified as bikers or motorcyclists (19.27 and 18.33, respectively). Married 
men’s mean average Behavioural Risk score was higher than for single men (7.05 and 
6.11, respectively) and, notably, seven of the 22 married men (32%) saw themselves as 
‘Thrill-seekers’ whereas only 1 of the 11 singles described himself thus. This may partially 
                                                     
262 Mean average age 39 years. 
263 Mean average age 48 years. 
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explain the Behavioural Risk score differential. The influence of outliers on these mean 
average scores is discussed in section 9.6.4.1. 
 
 
9.7.3  Teetotal men versus problematic drinkers 
Hypothesis Two focused on the quantitative sample’s 321 non-drinkers and the 132 who 
drank hazardously or harmfully either weekly, daily, or almost daily. I found that non-
drinkers enjoyed slightly better mental well-being than men who drank problematically, 
but it was not significant. Teetotallers were slightly less socially identified, again not 
significantly. One key finding from this study is that, considering the literature, specific 
relationships stood out for men drinking alcohol hazardously or harmfully weekly, daily or 
almost daily: they were statistically significantly more strongly adhered to traditional 
masculinity ideologies, rode at statistically significantly higher speeds and were younger 
than non-drinking counterparts. We lack evidence on these interactions but the 
association of problematic alcohol use, adherence to traditional masculinity ideologies, 
age and voluntary risk-taking is revealing, given motorcyclists’ 38-times-greater likelihood 
(per mile ridden) of being killed in a road traffic accident than car occupants264 and the 
8,270-road traffic casualties estimated due to drink-driving.265 But, other factors may 
contribute. 
 
 
9.7.3.1   Guilty pleasures 
                                                     
264 See Department for Transport webpage “Think!”, at: http://think.direct.gov.uk/motorcycles.html  
265 See the British Medical Association Reducing the drink-driving limit: https://www.bma.org.uk/collective-
voice/policy-and-research/public-and-population-health/alcohol/reducing-the-drink-driving-limit 
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Knowing their precursory role as determinants of male-gender-biased chronic diseases 
(eg depression, cardiovascular disease and some cancers), I investigated behavioural and 
attitudinal perspectives on alcohol and cigarettes qualitatively via TA, and quantitatively 
via the survey. That used the clinically-validated multi-context FAST alcohol screening test 
(Hodgson et al, 2002) and one “Yes/No/How many” question inspired by smoking-related 
literature (eg Bjartveit and Tverdal, 2005). I call section 9.6.3.1 ‘guilty pleasures’ because, 
where alcohol, smoking and diet arose in men’s narratives, they often constructed them 
discursively by way of justification or rationalisation. Consumption rhetoric also appeared 
involved in resistance narratives concerning health improvement or optimisation. 
 
Alcohol’s unregulated consumption and legal status confound accurate population 
estimates, although in England, year 2000 Primary Care survey data revealed an 
estimated alcohol dependence prevalence of 3.6% overall (6% for men, 2% for women) 
(Drummond et al, 2005). And, 26% of men reported drinking over 21 units in a typical 
week in 2010 (NHS Digital, 2018). Based on 2014 Adult Psychiatric Morbidity Survey data 
for England,266 in 2012 there were an estimated 578,499 alcohol dependent adults. 
However, problematic alcohol use is not only dependence, it is also hazardous and 
harmful drinking patterns that both carry psychologically and/or physically damaging 
risks. Section 9.4.3’s Table 23 compared the prevalence of non-smokers and non-drinkers 
in my interview and survey samples. At just below 19%, smokers’ prevalence in my survey 
sample matched the UK’s 2013 population prevalence (19%; ONS, 2014d). At 35%, the 
randomly-selected interview sample’s was considerably greater; whereas, their non-
drinkers was considerably more and problematic drinkers slightly fewer. 
                                                     
266 See: https://www.gov.uk/government/publications/alcohol-dependence-prevalence-in-england  
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Given that the self-management of psychological health conditions such as anxiety, 
depression and post-traumatic stress using alcohol, tobacco, food and other substances is 
commonplace (eg, Pericot-Valverde et al, 2018; Smith et al, 2008; Vujanovic et al, 2018) 
and knowing the interview sample’s health profile, I sought an alternative perspective on 
the two samples’ disparities by re-analysing them, descriptively, based on men’s marital 
status. This added value to my research. The interview sample’s six married men and one 
single man whose FAST screen identified hazardous or harmful alcohol use,267 all but one 
disclosed acute and/or chronic mental and/or physical health conditions. See Table 26.  
 
Table 26. Comparative prevalence of alcohol use profile between survey and interview 
samples by marital status (N excludes missing data). 
 
 
I also reanalysed both samples from the marital status perspective to explore smoking. 
There too, of the nine married and two single smokers, all but two men had disclosed 
acute and/or chronic mental and/or physical health conditions. See Table 27. 
                                                     
267 Three drank hazardously or harmfully monthly or less than monthly, three did so weekly, daily, or almost 
daily. 
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Table 27. Comparative prevalence of cigarette smoking between survey and interview 
samples by marital status (status as defined in Chapter Seven; N excludes missing data). 
 
 
We know a negative association exists between gendered health inequalities and men’s 
enactment of traditional masculinities. These are exacerbated by cultural health norms eg 
smoking (Mao et al, 2015) and men’s disinclination to minimise their health-related risks 
by addressing known risky behaviours eg smoking, excess alcohol consumption, poor 
dietary choices (cf. Maleki et al, 2016 and Zwolinsky et al, 2016). During TA, I found 
evidence that men’s well-being and belongingness discourses often coincided with 
incidences of alcohol use,268 smoking269 and eating “good” rather than “frugal” foods 
(Alex). This suggests that men’s choices to eat a certain way, or smoke, or drink alcohol 
were anchored to their more basic issues, such as finding and optimising emotional 
support (cf. McKenzie et al, 2018), which are more attractive than becoming health 
compliant with extrinsically (and often negatively) motivated public health messages.  
 
 
9.7.4  Advanced rider training versus none 
For Hypothesis Three, I dichotomised my quantitative data into men who had, and had 
not completed formal advanced rider training. That enabled investigation of relationships 
                                                     
268 For example, Patrick’s pub-based male friendship group. 
269 For example, Chet’s work-related Poland visit, where smoking was integral to relationship-building. 
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between men’s life satisfaction, adherence to traditional masculinity ideologies, social 
identification, age and behavioural risk scores. The 335 men who had completed formal 
advanced rider training enjoyed statistically significantly better well-being, than the 1385 
men who had not. Specifically, advanced riders reported statistically significantly greater 
life satisfaction, sense that life was more worthwhile and were ‘happier yesterday’. 
Advanced riders were also statistically significantly older and had, on average, statistically 
significantly lower Behavioural Risk scores than men who had not completed formal 
advanced rider training of some kind. On the other variables, both groups were ‘anxious 
yesterday’ to broadly similar degrees. Advanced riders were less adhered to traditional 
masculinity ideologies and less socially identified as bikers or motorcyclists, but not 
significantly. 
 
Although older men may be more settled socially and better-placed economically and 
their age may affect risk-relevant attitudes, these findings imply that acquiring formal 
advanced riding skills intersect with social and intrapersonal rewards that ameliorate 
some types of voluntary risk-taking. This is a topic for future research. 
 
 
9.7.4.1   Competence, mastery and voluntary risk-taking 
“[Edgework spaces] are inclusive for those who can enter them, but 
actively restricted for those who cannot… the inside of edgework [spaces 
can] only be entered temporarily… [they become] effective screens for 
the uninitiated… to maintain the sense of privilege that mastery entails.”  
(Bunn, 2017: 1320). 
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Evidence suggests that skills’ acquisition leads to increased competence and mastery 
(‘assets’ with positively links to subjective well-being). Assets-based approaches to 
flourishing270 suit male motorcyclists, given serious leisure’s enhancement of well-being 
(Stebbins, 2006) combined with motorcycling’s autotelic edgework (Apter, 1992; Lyng, 
1990, 2005; Murphy and Patterson, 2011; Rosa, 2010). Advanced riding is only one of 
motorcycling’s assets. Others include: mechanical know-how; creative engineering ability; 
riding fast, skilfully; group membership; homosocial belongingness; masculinity capital. 
Culturally-relevant assets contain social rewards eg, authentication of self-categorised 
social identities (cf. Stebbins, 2011). The literature on leisure-enhanced well-being and 
assets-based flourishing (eg Howarth, 1997; Seligman, 2011)271 has paid little attention to 
relationships between assets, masculinities, social identification and voluntary risk-taking 
among motorcycling populations.  
 
Eudaimonic well-being is multidimensional, embracing mindful, corporeal and external 
elements (NEF, 2012). There are positive experiential benefits like self-actualisation from 
the enhanced personal investment and agency involved with serious leisure (Stebbins 
2006, 2011).272 We know the predictive effects of valuing the sense of one’s own power 
and achievement on happiness, life satisfaction and subjective health (Pietraszkiewicz et 
al, 2017). So, I examined relationships between MMs’ perceived competence and mastery 
and experiential well-being. For most, motorcycling edgework was ineluctably serious 
leisure which, in British motorcycling contexts, includes track-days.  
                                                     
270 These focus on positive aspects of individuals/communities, valuing their capacity, skills, knowledge and 
connections; eg Seligman, 2011. 
271 These focus on positive aspects of individuals, valuing their capacity, skills, knowledge and connections. 
272 See also: http://www.seriousleisure.net/  
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Track-days offer riders a boundaried and regulated experience of racing environments but 
(in theory) without the racing, but with track-focused riding skills. Several men did track-
days, but two (Kurt and Walt, aged 49 and 44, respectively) stood out whose track-days 
were instrumentally associated with well-being. Kurt and Walt were both married, owned 
powerful cars and bikes, were advanced riders and practiced performance-style riding on 
public roads specifically for ‘thrill-seeking’. They also illustrate how one’s mean average 
score can hide outliers. I refer to married men’s voluntary risk-taking practices that may 
have stayed hidden, had those men not been randomly-selected for interview. Notably, 
given Hypothesis 2’s results, though one was a non-problematic drinker, the other’s FAST 
screen showed hazardous or harmful alcohol consumption, at least once a month. 
 
 
9.7.5  All-male group-riders versus lone riders 
Few interviewed found increased vulnerability to accident or injury from other road users 
(eg Crundall et al, 2008; Walker et al, 2011) off-putting, despite known increased fatality 
risks in older ‘returning’ riders who tend to have larger machines (DfT, 2005a). Group-
riding habits matter: Peer effects are behavioural catalysts in diverse health-relevant 
social contexts (eg Dolan, 2014; Dolan et al, 2010) and strengthened by group norms, 
masculinity capital, social identification and the authentication of identity. 
 
For Hypothesis Four, I produced a dichotomised subset enabling me to investigate any 
differences on my research topics between men who typically rode in all-male groups and 
those who typically rode alone. According to the quantitative data, all-male group riders 
were statistically significantly more strongly adhered to masculinity ideologies and more 
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socially identified as bikers or motorcyclists. They also rode statistically significantly faster 
both on A-roads and motorways. But, although their Behavioural Risk scores were higher, 
and they were older, neither was significantly so.  
 
Kurt’s273 quantitative data showed a non-smoker without problem alcohol use whose 
higher-than-average Behavioural Risk score (7) was accounted-for by riding speeds. His 
qualitative data showed these typically involved all-male group-riding. Kurt’s edgework 
routinely involved shared risk-taking with male peers who pitted themselves against 
unofficial personal bests on public roads. Kurt’s stated aim was “the challenge of riding 
better, not necessarily quicker” yet riding proficiency at high speed was principal to its 
achievement and at times included purpose-driven signifiers (“I put… the dark visor on 
and I’m going to go around and have a blast”). He was by no means alone in these actions 
and motivations, which were shared by other all-male group riders such as Patrick and 
Paul, both of whom identified themselves as ‘thrill-seekers’. The highest behavioural risk 
scores among lone riders were accounted-for by a mix of tobacco use and speed, with 
Reuben chief among them. His edgework narratives shared many similar motivations and 
themes with Kurt’s, but his praxis was solitary and took place on the open roads of Wales. 
 
Only five men interviewed did not read motorcycling publications, thus most men read 
these regularly. There is evidence that riding practices reflect common media portrayals 
showing (generally male) motorcyclists pushing machines to their limits (DfT, 2005a). The 
sample’s narratives also echoed national accounts that riders who admit past risky riding 
behaviours are more likely to intend to do so in future (ibid). It was also clear from some 
                                                     
273 Also considered in Section 9.6.4.1. 
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men’s narratives, that they had been attracted to motorcycling partly because of the risk-
taking opportunities it presented (ibid) and that this was related to the strong, 
adrenaline-linked and thus biopsychosocial rewards that many of them experienced from 
pushing speed boundaries on public roads (cf. DfT, 2011, 2016). It was such exploits that 
became part of those men’s unique groups’ motorcycling mythologies, alongside near-
misses, ‘brotherhood’ and ‘the open road’ (cf. McDonald-Walker, 2007; Ward, 2010).  
 
 
9.7.6   Social identification, men and risk-taking 
Social identification was important to this research. For men, social identity formation, 
identification and masculinity ideology combine in health-relevant ways (eg Berger et al, 
2013), where they can improve mental health and lessen social disconnection (Haslam et 
al, 2016). Some theoretical frameworks also associate social identity precursively with 
mutual social influence (cf. Haslam et al, 2009). We already know that the motorcycling 
identities of male motorcyclists participating here exert a cross-cutting affect, socially and 
psychologically and that, via peer-effects,274 men also influence each other. These effects 
are emphasised, then, by theoretical evidence that ethnicity275 and ethnic practices276 are 
both fundamental shapers of men’s understanding and perception of risk (Johnson, 
2004).   
 
We have already seen, theoretically and in results thus far discussed from my research, 
that social identification intersects with group membership, and group and/or individual 
                                                     
274 For example, refer to Section 9.6.5, herein. 
275 One’s people group. 
276 Acculturation that marks you out as a group member. 
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identity (eg Ellemers, Spear and Doosje, 1999; Leach et al, 2008). It is also fluid and 
embodied as both cause and effect via evolving group identifications over time (Doosje et 
al, 2002). Perceptions of, and attitudes to risk-taking behaviour are gained in adolescence 
where young men are likelier to perceive behaviour as less risky and be less sensitive to 
negative outcomes then female counterparts. And, relatively, their voluntary risk-taking is 
more influenced by behavioural impulsivity and higher sensitivity to reward (Reniers, 
Murphy et al, 2016). Moreover, the pursuit of status and endorsement of risk-taking can 
lead to enhanced self-perception, implying that some traditionally masculine norms can 
have positive effects (Hammer and Good, 2010). I deliberately targeted my study of 
men’s health and well-being towards a traditionally masculine, male-dominated, risk-
embracing socio-cultural arena, to investigate its health-relevant topics of interest.  
 
 
9.7.6.1   Situating men’s voluntary risk-taking 
Risk comes in different forms: there are risks to which one is exposed (eg environmental, 
economic) and risks that one engages with voluntarily. These latter are of interest here. 
All men cited some aspect of voluntary risk-taking (VRT) as integral to their well-being. 
That alone situates men’s VRT firmly within health, behaviourally-speaking. We know that 
people’s instrumental and experiential attitudes, past behaviour and descriptive norms all 
positively predict health intentions toward protective and risky health behaviours (Conner 
et al, 2017). Specifically, intention, past behaviour, and capacity contributed significantly 
to the positive prediction of either protective or risk behaviours. These findings arise from 
Conner et al’s application of reasoned action approaches to health risk behaviour and are 
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of interest also from the leisure motorcycling perspective, given the prevalence of VRT in 
the data corpus.  
 
Evidently, taking the above sections altogether, in the masculinised environment British 
motorcycling, this sample group of male motorcyclists’ subjective health and well-being 
are situated alongside VRT praxes and self-categorised context-led social identification. 
There, they are influenced by the men’s group’s behavioural norms. This is relevant, for 
clinical evidence negatively associates men’s masculine norms and openness to help-
seeking (cf. Berger et al, 2013). Consequently, relationships between masculinity ideology 
and social identification should be investigated when conducting men’s health research. 
So, I explored them here in relation to variables of interest, eg marital status, alcohol use 
and risk-taking in close social relationships, finding that both variables share sufficiently 
notable relationships with those as to be statistically significant. My research was not 
designed to accommodate statistical analyses of mediators and moderators in 
correlational relationships, so that is for future study. Nevertheless, I did consider 
qualitatively, under the guise of their understanding of masculinity, men’s openness to 
talking. 
 
People’s perceptions of and responses to risk are culturally-framed (Taylor-Grooby and 
Zinn, 2006; Zinn, 2017), moreover, motorcycling takes place in masculinised contexts 
(Ilyasova, 2012; Joans, 2001; Thompson, 2009) populated by cohesive self-categorised 
groups. Section 9.6.4.1 (above) positions motorcycling as a well-established site of risk-
taking edgework, which is in turn constituted as an escape from structural determinism 
and risk-averse social constraints (see Lyng and others). Group membership facilitates 
enhanced mental health via meaning, belonging, social support and influence (Cruwys et 
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al, 2014), which enable authentication of self-categorised social identity (eg Doosje et al, 
1995, Turner et al, 1987) and are also strongly associated with enhanced well-being. 
These theoretical strands are drawn together by my survey sample, where men’s greater 
adherence to traditional masculinity ideologies and stronger social identification as bikers 
or motorcyclists coincided among men with higher behavioural risk scores.  
 
Risk itself, and VRT, are either positive or negative, depending on one’s standpoint. In 
2017, Jens Zinn attempted to systematise available perspectives on the complexities of 
individual’s risk-taking, finding (amongst other things) that risk-reflexivity is a socially-
rooted phenomenon. Further, risk-taking is crucially implicated, not only for “developing 
and maintaining a valued identity” but also for protecting that identity (ibid, p10). High-
risk sports participation, frequently constructed as ‘masculine’, is an already-gendered 
experience involving risk and gender as intersecting and ongoing constitutive processes 
(Laurendeau, 2008). Moreover, male participants of high-risk sports are comparatively 
optimistic of their driving reflexes and vulnerability to road traffic accidents, irrespective 
of past accident experience (Martha et al, 2010). These observations are salient to my 
research, as several of the men’s non-motorcycling social groups involved extreme sport 
participation. For example, Ozzie and Patrick (aged 48 and 37 respectively) went scuba 
diving. Over his lifecourse, Patrick had been gliding, sailing, climbing, moto-crossing and 
quad-biking. Jez (aged 35) had climbed, done Judo when younger and recently rode in 
moto-gymkhanas.277 Paul (aged 21) ran half-marathons and competed in the Iron Man 
triathlon and Wes (aged 32) had previously been a regular skydiver. From their narratives, 
each one’s social identification was fluid, dependent upon their leisure context at the 
                                                     
277 This involves, eg, “…riding round [coloured] cones in a tight circuit” passing either to the left or right 
depending on the colour and “…if it’s got a yellow band on it, you have to do a full 360o…” 
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time. More than one man referred to his involvement with a motorcycle group suggestive 
of its role in competitive voluntary risk-taking, excessive consumption and the enactment 
of merit-based activities rooted in specific masculinity ideologies that elicit fundamental 
social rewards like affirmation, support and belonging. Although not all emerged from the 
extreme motorcycle club scene, there were echoes of US motorcycle club mythology (eg 
Page, 2001, Thompson, 2009) in a few narratives. 
 
 
9.7.6.2   The ‘Wild Cards’ (Hypothesis Seven) 
Voluntary risk-taking is often generalised across an individual’s approach to life (Lyng, 
2005). Also, as described in Section 7.2.1, we know that both deception and serious lies 
are frequently used in relationships to protect our own interests and are adopted as 
conflict avoidance measures.278 We also know how motorcycling repositions individuals 
socially, but for some this spills-over into other parts of life. Hypotheses Five and Six were 
a speculative investigation of two aspects of VRT in personal relationships. To pursue 
these, I dichotomised the survey data into two groups of men, based on their responses 
to two statements: “At times I have chosen motorcycling over personal relationships”279 
and “At times I have hidden what I spend on my motorcycle, or my bike-related social life 
from family or friends”.280  
 
                                                     
278 For example, individuals used dishonesty (’serious lies’) when seeking to avoid conflict or punishment, 
during positive image projection, to protect their own interests, or to damage or protect others (DePaulo et 
al, 2004). See also Petersen (1996) and Spalding et al (2010). 
279 A total of 1070 men ‘disagreed’ with this statement and 649 men ‘agreed’. 
280 A total of 1110 men ‘disagreed’ with this statement and 609 men ‘agreed’. 
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Results showed men who had ‘agreed’ with one or both the statements were statistically 
significantly more adhered to traditional masculinity ideologies. Moreover, they were 
statistically significantly more socially identified as bikers or motorcyclists, had statistically 
significantly higher Behavioural Risk Composite scores, rode statistically significantly 
faster on A-roads/motorways and were statistically significantly younger than men who 
had not ‘agreed’ with the statements. Although it was not explicitly examined in my semi-
structured interviews, similar social risk-taking was evident qualitatively, too, and some 
men clearly prioritised motorcycling in their domestic transactions (eg one past-girlfriend 
of Bill’s said he loved his bike more than her, to which he replied, “I never said anything 
about loving you”). Moreover, some married men had clearly made substantive financial 
investments in the pursuance of their leisure and many singles would have struggled to 
balance family ties with the commitments surrounding, for example, racing.  
 
By investigating men’s responses to these statements, I have gained new and revealing 
insight that potentially suggests a powerful intersection for men, between their social 
identification with male-dominated praxis-led leisure groups (here, motorcycling), their 
health-relevant behaviour (here, alcohol use, smoking, riding edgework) and ideologies 
that underpin enactments of masculinity implicated in their gendered health inequalities. 
Examining these two items in the survey was deliberately exploratory and, in its present 
form, does not permit the inferential analysis of causality. We also lack a leisure-focused 
literature on the matter. However, both these would be resolved by the execution of 
well-designed future investigative research, for which these findings provide justification. 
 
Hypothesis Seven (H7; a, b) rested on a second speculative aspect to my research: the 
sample’s responses to my tentative typology of eight potential riding affiliations the men 
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felt most comfortable identifying themselves with. Given evidence of stereotypically 
excessive consumption and domination of hegemonic masculinity (cf. Ilyasova, 2012; 
Quinn and Forsyth, 2009; Thompson, 1967; Thompson, 2009), H7a explored the valence 
of those stereotypes between my sample’s self-categorised ‘Old-school, black leather 
bikers’ (OBL) and its self-categorised ‘Advanced expert-style riders’ (AER). H7b explored 
differences in behavioural risk profile and age between the ‘Advanced expert-style’ riders, 
‘Old-school, black leather bikers’ and ‘Performance-style road riders’ (PRR). 
 
Behind the typology’s creation lay my interest in connections between the conflation of 
leisure as consumption, socio-cultural interaction and ‘play’ (Holt, 1995), the fundamental 
role of social identification in identity formation and enduring sense of self (cf. Doosje et 
al, 1995, 2002; Ellemers et al, 1999; Haslam, 2004; Leach et al, 2008), (male) gendering of 
motorcycles/motorcycling (cf. Ilyasova, 2012; Miyake, 2018) and typologically-identifiable 
forms of engagement (eg, Stebbins, 2007). Having been greatly assisted in its formulation 
by anecdotal input and feedback from known/previously unknown male motorcyclists 
during the survey design stage, the typology was purely experimental. 
 
Results from H7a and b were both interesting, in terms of the dominant focus of my PhD: 
Given popular stereotypes about OBLs, though H7a found these OBLs adhered more to 
traditional masculinity ideologies than men affiliating as AERs, it was not significantly. But, 
OBLs were statistically significantly more socially-identified as bikers/motorcyclists and, 
behaviourally, they were statistically significantly more likely to be smokers and choose 
motorcycling over personal relationships than men affiliating as AERs. The two groups’ 
alcohol use profiles were not statistically significantly different, and neither were their 
differences in using deception to hide bike-related spending from family or friends. H7b 
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also found that men’s chief riding affiliation was salient to risk, in that there were fewer, 
and smaller differences between AERs’ and OBLs’ behavioural risk composite scores and 
age, than there were between PRRs’ with either of the other main affiliations.  
 
Considering the mainstream, male-dominated and populous nature of motorcycling in the 
UK and men’s hard-to-reach health status, my results are important signposts for future 
research into targeted public health messages. They are also pertinent to targeted road 
safety interventions around speed. But, my typology would require further refinement via 
ethnographically-informed Q-sort methodology, followed by more formal testing. 
 
 
9.7.6.3   Military men, civilian life and voluntary risk-taking 
Fifty-seven (3%) of the quantitative sample reported playing an active part in the Royal 
British Legion Riders, or another group with explicitly military connections. The randomly-
selected qualitative sample included one serving member of HM Armed Forces and two 
ex-servicemen, plus one man forced into early retirement from firefighting, following a 
near-fatal road traffic accident. But, in the interview sample, one man281 stood out for 
extreme voluntary risk-taking. His lone riding was so because few people he knew could 
keep up with his riding speeds (“If the police caught me, I would probably end up in jail”). 
It was, in his words, an adrenaline-kick to ‘thrill-seek’.  
 
Walt’s track-day riding included being almost killed by his highly competitive and very 
close male riding companion with whom he had shared active service, and who, “going 
                                                     
281 Walt, aged 44. 
 402 
 
into the top of a gooseneck,282 came up the inside of me and literally forced me wide”. At 
the bottom of the hill he crashed. To Walt, the intensity and mutual acceptance of that 
shared edgework (“that could involve death or serious injury”) facilitated intense male-
male bonding. I wondered to what extent it had replicated the intimacy and adrenaline of 
active operations and the sense of elitism that sometimes accompanies past status-based 
professional risk-taking environments (cf. Bunn, 2017). Walt also pushed boundaries with 
alcohol use/smoking, applying his intellect to efficiently dispatch associated health risks 
using rational debate. He “liked the effect” of getting drunk and, should cigarettes be 
banned, would smoke nonetheless, as he enjoyed it. Walt spoke in depth of the effects of 
military life on his mental health and marriage and demonstrated traditionally masculine 
characteristics like pain minimisation and postponed help-seeking. Walt’s military identity 
also exerted a core influence over his health-relevant attitudes, values and behaviours as 
a civilian (see Haslam et al, 2009). 
 
I deliberately cite Walt, because every aspect of his edgework (eg, its post-active service 
enhancement of his sense of agency (cf. Lupton and Tulloch, 2002b); the deployment of 
resistance rhetoric to rationalise his behavioural choices) was present in the three other 
men’s narratives to varying degrees. Notably, three of them disclosed their own and/or 
other’s post-traumatic stress. This and the coping styles they adopted and/or witnessed 
affected profound, lasting impacts emphasised by their reluctance to admit to needing 
and engaging with assistance (characteristic traditionally masculine traits implicated in 
men’s health outcomes). Dominant risk-based health discourses consistently pathologise 
traditional masculinities. But, clearly, the day-to-day performance of those masculinities 
                                                     
282 An acute bend. 
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offer experiential and affirmatory benefits for some. Scant attention is directed at utilising 
these benefits, and theorists report risks of implicitly condoning concomitant (negative) 
aspects.283 For these and others interviewed, irrespective of social change, those benefits 
were persuasive. 
 
 
9.7.7   The masculinity concept, maleness and men talking 
Traditional masculinities are consistently linked with men’s poorer health outcomes. 
Traditional masculinity is a socially-constructed form and largely described by variants of 
Connell’s Hegemonic Masculinity Thesis (HMT; Matthews, 2016). This speaks both to the 
intuitive appeal of HMT and its theoretical influence. But, HMTs’ conceptualisations of 
power are often assumed, with insufficient criticism of their reliance on relatively few 
active exemplars.284 Thus, HMTs position most men subordinately, which explains many 
men’s adoption of resistant stances.285 Resisting power is constitutive (eg Foucault, 1982, 
1994) and can be used therapeutically, to elicit change (Watson, 2011).  
 
Men I interviewed seemed to regard resistance as a natural outflow of their individuality 
that co-incidentally influenced engagement with, for example, health promotion. I say 
this because resistance was equally evident elsewhere in their lives (eg via motorcycling 
edgework, or climbing, sky-diving, scuba diving). We have already seen that edgework’s 
immediacy and narrowed-focus liberates practitioners in the liminal space between order 
                                                     
283 See, for example, observations relating to health promotion made by Robertson and Williamson (2005). 
284 For example, ethnic whiteness in leisure (Spracklen, 2013), or the use of mesomorphic forms in health 
promotion literature. 
285 cf. Lorentzen (2017) writing on homeless masculinities. 
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and chaos. So, are these men’s expressions of resistance more compatible with viewing it 
as optimistic and filled with emancipatory power potential (Wearing, 1998)?  
 
The survey sample’s responses to the Male Role Attitude Scale’s (MRAS) eight 
compositional statements,286 showed that, of the 1752 completing it, 17% had ‘low’ and 
17% had ‘high’ scores (290 and 296, respectively); the rest (1163, 66%) had ‘average’ 
ones. Interestingly, when asked to say what the concept of masculinity meant to them, 
the interview sample’s responses ranged from one (young) man who intuitively posited 
multiple, socially-contextualised masculinities, to several (varied ages) who claimed no 
knowledge of masculinity at all. However, the MRAS tests adherence to underpinning 
traditional masculinity ideologies (TMI), rather than masculinity, per se. When I asked 
them to describe masculinity ‘as though to a stranger who had never heard of it’, some 
challenged its conceptual viability (“It’s difficult to know how it applies”).287 That lack of 
connection with the masculinity concept suggests support for Pleck’s thesis that TMIs 
represent internalised beliefs about the importance of conforming to culturally expected 
standards for male behaviour, rather than the gender-orientation itself. It also suggests 
that scholarly perspectives on gender are out of step with those of some lay men. 
 
Men who did describe masculinity typically invoked essentialist or stereotypical images 
(“a can of Special Brew and a beaten wife under his arm”).288 Constructing hegemonic 
exemplars is complicated by the social contexts of men’s self-selected group norms, and 
this is emphasised online eg bodybuilders (cf. Andreasson and Johansson, 2016). One 
                                                     
286 For example: “It bothers me when a guy acts like a girl”, “I admire a guy who is totally sure of himself”, 
“Men are always ready for sex”. See Section 7.1.2.4 and Figure 22). 
287 For example, Jez, Reuben. 
288 Chet. 
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man, Wes, recounted how his old riding groups’ online forum actively constructed its 
hegemonic exemplars based on voluntary risk-taking. He spoke of the pressure to falsify 
risk-taking evidence (eg sand-papering tyres to erase the ‘chicken strip’) and naming-and-
shaming (male) riders who failed to meet key members’ standards.289 Except for the few 
men who described positive masculinity exemplars, these negative experiences had all 
influenced men’s perceptions of masculinity as stereotypically unacceptable. Overall, in 
much the same way that whiteness goes unnoticed as British leisure’s hegemonic ethnic 
norm (Spracklen, 2013), most men I interviewed seemed unconscious of their hegemonic 
role and therefore did not question it.  
 
 
9.7.7.1   Maleness, not masculinity 
According to Griffith et al (2016: 26), men’s conceptualisation of masculinity is an 
important determinant of their health-related decision-making and “the strongest 
predictor of [their] health behaviours” (Griffith et al, 2016:26). As opposed to masculinity, 
qualitatively, men readily conceptualised maleness and did so via positive exemplars like 
honesty, courage, loyalty, reliability, behaving honourably, keeping one’s word, providing 
a secure home for loved-ones and using one’s strength to help others (usually portrayed 
as weaker, often as female). Being predominantly courageous, ethical and benevolent, 
men’s elucidations resembled the “Christian and chivalric” roots of European masculinity 
(Richards, 1999:213), which evidently persist in present-day lay men’s conceptualisations. 
And, the men operationalised those qualities via activities like the informal peer-led man-
focused support networks convened to help friends; eg the man with alcohol problems 
                                                     
289 For riding at speed, or banking over sufficiently on bends, for example. 
 406 
 
helped by Russ’s friendship group. Therefore, an important finding from my research is 
that, among my lay interview sample most readily connected with the idea of maleness, 
which they saw as positive, but did not connect with that of masculinity, which many saw 
as stereotypically negative.  
 
 
9.7.7.2   Help-seeking: men talking 
Some men see taking an interest in and talking about their health as feminising (Sloan et 
al, 2010). Moreover, men seemingly prefer ‘doing’ health to ‘talking about’ it (ibid). but, 
men in the UK can and do benefit from engaging with talking therapies (Cheshire et al, 
2016). Both stances were held among my interview sample, yet most allowed themselves 
to be vulnerable (generally with other men and preferably other bikers over an engine in 
the workshop). Men spoke with great insight and some tenderness of the help-seeking 
and help-receiving processes of spannering.290 Spannering, according to Chet, let help-
seekers contact another man ostensibly with the aim of fixing the bike but, once there, 
they could unfold their troubles over that shared, externally-focused task. He also noted 
the important function of that, if help-seekers became uncomfortable for any reason, as it 
facilitated the intuitive re-orientation of attention back to safer ground. And, ultimately, 
allowed men to return to a painful subject in their own time and on their own terms (see 
also section 8.8.2).  
 
                                                     
290 Undertaking mechanical adjustments, repairs, or simply fettling the engine (or any other part) of a 
motorcycle. Or just talking about doing those things. This generally takes place in garages, or some other 
all-male context with ready access to a brew and privacy. 
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Our medical systems remain largely paternalistic, whereas men prefer to do help-seeking 
reciprocally (Addis and Mahalik, 2003). This may explain why men’s sheds and motorcycle 
‘spannering’ culture work so well: both are peer-facilitated mentoring contexts that allow 
men to share knowledge and skills reciprocally. The spannering environment offered 
peer-led mutual support, where genuine help-seeking was rarely, if ever refused. This is 
at odds with stereotypical portrayals of ‘traditionally masculine’ men’s help-seeking and 
provides enlightenment regarding their resistance to help-seeking in what they perceived 
as feminised healthcare contexts (see section 8.9). Therefore, help-seeking per se was not 
anathema, but for men to perceive it as successful and male-centric involved them being 
able to do it reciprocally, on their own terms, and in ways that permitted them control 
over its processes.  
 
 
9.7.7.3   Taking control of healthcare 
This section focuses on when men I interviewed proactively intervened to take control of 
their own healthcare, and what kinds of precursors led to that. We know men’s health is 
negatively implicated in gendered health inequalities. Yet, men do not self-manage as 
well as women, engage far less readily with support programmes and those with long-
term conditions may find emotional support help-seeking particularly challenging (Galdas 
and Baker, 2015). Consequently, we need gender-sensitive self-management support 
interventions (ibid.).  
 
But, do such perspectives on men’s self-management use overly-narrow criteria when 
judging men’s non-engagement? I interviewed several men who recounted their own 
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(effective) self-management of chronic and/or acute health conditions. One291 had been 
receiving ineffective treatment for some years for a wrongly-diagnosed condition. He was 
watching a medical drama and self-diagnosed (correctly) based on its content. A second 
opinion corroborated his self-diagnosis and he finally got proper treatment. Yet, crucially, 
self-management arising in frustration sometimes led to complete disengagement from 
statutory healthcare: Kim self-managed by returning to his agricultural work with a part-
healed, badly shattered leg against medical advice. Kim’s choices echoed the behaviour of 
male agricultural workers in rural Canada (Roy et al, 2018). Pockets of research have 
begun to identify how traditional masculinity may be harnessed positively for men (eg 
Oliffe et al, 2012; Rosu et al, 2017; Sloan et al, 2010). My interview sample’s talk was 
permeated by traditional masculinity rhetoric via tropes like minimisation of needs and 
emotions, reluctant or late ‘formal’ help-seeking or like Kim, disavowal of medical advice, 
‘soldiering on’ and suchlike. Yet, those things clearly facilitated these men’s sense of well-
being and this should not be overlooked as a key finding from my study. 
 
We hear calls for the premeditated consideration of gender norms when care is offered 
to psychologically distressed men. But, hegemonic masculinity has already imposed one 
costly legacy for men’s help-seeking, which is reflected in the suicide statistics. Challenges 
in initiating and maintaining men’s care connections are at risk of being compromised by 
how healthcare professionals approach them, unless they do so with sensitivity (Keohane 
and Richardson, 2018). Therefore, better understanding how men find, then keep their 
sense of health during help-seeking processes is paramount.  
 
                                                     
291 Simon. See Chapter Eight, section 8.8.1, which identifies several men’s conditions and responses. 
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9.8 Summarising comments from data integration 
Chapter Nine presented products from the sample convergence and data integration 
processes: triangulating my two paradigmically-different datasets thereby enhancing both 
to investigate interplays between gendered health and men’s adherence to masculinity 
ideologies, social identification and health-relevant cultural practices from motorcycling. 
Men interviewed primarily socially-identified as bikers (14) or motorcyclists (14) and the 
balance as both/either; all gave ideologically-grounded rationales. Sample convergence 
showed they mostly agreed. Notably, both were over 85% ethnically ‘white – British’, over 
70% married and over 80% in paid work of some kind. Both samples’ mental well-being 
exceeded population averages for England at the time, but average well-being scores (all 
forms) were higher for men interviewed and they were less ‘anxious yesterday’. The two 
samples’ social identification as bikers/motorcyclists was similar, but men interviewed 
were less adhered to traditional masculinity ideologies, more likely to smoke cigarettes, 
and abstain from alcohol and had higher Behavioural Risk Composite scores. They were 
also more likely to be active in at least one motorcycle group, ride in male-only groups, 
ride off-road and participate in motorcycle racing and/or track days.  
 
As male motorcyclists, all my participants brought unique and novel lay perspectives to 
the research and my sampling strategy made the interview sample an appropriate source 
of normative health conceptualisations. As men from a mainstream socially-identified 
male-dominated leisure population, their baseline health perceptions generally lined-up 
with existing evidence: general health rested on not being sick/ill, being able to function 
normally, and was intuitively salutogenic. Typically, men interviewed were ‘do-ers’ who 
were happiest deploying action-oriented subject positions that enhanced their sense of 
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agency, so they not averse to self-management although some’s self-management led to 
disengagement. Several men’s health-relevant data and information was gleaned online 
for just that purpose. 
 
Men ranged from those who claimed no interest in health-relevant behaviour to those 
who were vigilant over it. Men had mixed motivations for health engagement, including 
social reward and peer-reinforced group cohesion. Responses to public health messages 
fell into three categories: compliance, vacillation (most men interviewed) and resistance. 
The most health-focused men engaged in competitive sport (motorcycle racing, triathlons 
and swimming) or had experienced health crises, therefore pursuing health was not truly 
autotelic, but functional. The vacillators’ rationales reflected health-relevant sociological 
ambivalence (ie knowing they ‘should care’, but simultaneously following their social 
appetites). Vacillators and resistors both kicked-against externally-proscribed behavioural 
regimes, dismissed public health trends as transient, invoked work-life balance and lack of 
trust in policymakers, and generally disliked being told how they should live. 
 
Several contributors to this normative health profile saw the healthcare context, health 
literature and health itself as feminised. Those men were neither apathetic nor ignorant 
about health – just dislocated from it by what they perceived as its gendering, which they 
experienced as exclusive. Interestingly, many claimed no connection with ‘masculinity’ as 
a concept, yet traditional masculinity’s behavioural norms and tropes permeated all the 
accounts. Men who did refer to masculinity almost invariably used negative stereotypes. 
Conversely, almost all volunteered ‘maleness’ as warm, sensitive, mutually-valuing and 
homosocial and cited those qualities as enabling provision of non-threatening and often 
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innovative mutual support measures in times of need. There was also strong evidence for 
men’s informal, self-directed mentoring in those processes. 
 
Overall, even self-proclaimed loners liked the sociality of motorcycling enclaves and group 
membership clearly enhanced well-being. Participating in motorcycling also offered social 
support and, for several, ameliorated symptoms and challenges from mental/physical ill-
health and/or accident (affecting over 60% of men interviewed). In fact, having those 
experiences brought health benefits: greater positivity towards health help-seeking and 
readier engagement. Notably, neither health nor marital status, nor age diminished the 
majority’s voluntary risk-taking or edgework, both of which were strongly associated with 
subjective well-being. Indeed, I found many interplays between health-relevant voluntary 
risk-taking praxes and well-being and peer-effects reinforced that among men who rode 
always or often in male-only groups. I also found notable associations between problem 
alcohol use and fast riding, adherence to traditional masculinity ideologies and age. Also, 
acquiring formal advanced riding skills related positively with men’s life satisfaction, sense 
that life was worthwhile, happiness and age. Beyond actual riding, there were notable 
associations between two forms of social risk-taking and men’s adherence to traditional 
masculinity ideologies, identification as bikers/motorcyclists, behavioural risk-taking and 
age. Taken altogether, these findings clearly indicate the value of investigating gendered 
health from this perspective and they make an important contribution to current debates 
on men’s health promotion and engagement. 
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9.9  Limitations of the study 
My mixed methods study analyses links between health, well-being and social praxes for 
men in British motorcycling. It focused on variables influencing a large-scale purposive 
sample of those men’s well-being and health-relevant behaviour, understandings and 
expressions of health and well-being, and convergence between their health, well-being 
and gendered social practices. My sampling strategies, sample size (1752 completed the 
survey, 33 semi-structured interviews transcribed) and involvement of male motorcyclists 
in designing key elements all lend weight to its conclusions. Yet, some caution should be 
exercised nonetheless.  
 
Although surveys are well-established public health reporting methods (eg Health Survey 
England; Ng Fat et al, 2017) on which policy is based, self-report data is considered less 
valid/reliable than objective measures, for example where accuracy is of prime concern. 
My survey was cross-sectional, so I used previously-validated instruments where feasible 
to strengthen confidence in its reach and piloted it for readability/comprehensibility. The 
sample’s demographic homogeneity (chiefly ‘white’ (various), married and in paid work) 
may also be a limitation. Nonetheless, given the sampling strategy, sample size and age-
range (exceeding 60 years) it may simply reflect the UK research population’s dominant 
profile.  
 
As the survey’s complementary ‘mixed methods’ element, I used narrative data collected 
from semi-structured interviews, which introduced the complications of subjectivity and, 
here, its single-context origin. Before settling on thematic analysis (TA) I considered two 
other well-respected health research methods: Grounded Theory (GT) and Interpretative 
Phenomenological Analysis (IPA). All three confound application of conventional validity 
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and reliability measures and affect generalisability; GT and IPA have been criticised for 
small samples. GT offered systematisation and population-level theory-generation 
potential but was exhaustive and often assumes post-hoc literature review (cf. Hussein et 
al, 2014). IPA offered dually-created (researcher/researched) accounts and works well as 
an adjunctive method, but typically uses highly-specific question-led sampling rather than 
variety and it shares many of GT’s resource-needs (Brocki et al, 2014). I chose to analyse 
my qualitative data via TA because, within the scope of my resources, it increased my 
potential sample-size whilst also facilitating individualistic and whole-sample level 
analyses.  
 
Chapter Ten will now outline the conclusions I have drawn from this research, assess its 
unique contribution and make recommendations for future work. 
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Chapter Ten: Conclusions 
10.1 Chapter Introduction 
This is the largest ever study of male motorcyclists’ physical and mental health to date, 
worldwide. It analysed quantitative data from 1752 individual men completing web-based 
surveys and qualitative data from a 33-strong subsample who were interviewed. Ranging 
in age from 16 to 77, the sample represented over 60 years’ social change, demonstrating 
conclusively that men of all ages will voluntarily engage with health-relevant dialogue and 
challenging their ‘hard-to-reach’ status. 
 
The study asked three questions related to men’s health and well-being, perceptions of 
these as lived experience and how they interact. The remainder of this chapter follows 
the same structure as chapters Seven, Eight and Nine, in that conclude how the study 
answered the three research questions, detailing each of their unique contributions to 
knowledge and professional practice implications. That section will end with a summary 
table, enabling ready assessment of my study’s key methodological features, inferences 
and value-added scope. However, before that, I will revisit my main concepts of interest.  
 
10.2 The Concepts 
Health is both physical and psychological. Well-being is eudaimonic (one’s underlying, 
stable sense of wellness with the world) and hedonic (positive, emotive, immediate). All 
these elements are symbiotic, exerting behavioural, social, cultural and environmental 
impacts. Men’s health embraces all the aspects where they specifically affect males of 
any age and/or demand specific interventions to achieve improved health and well-being 
for individual males or the male population. Male motorcyclists (MM) are of special 
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interest as they populate male-dominated, mainstream leisure communities typified by 
socially-identified, traditionally masculine groups that valorise belonging, and practice 
authenticity-led voluntary risk-taking and edgework.  
 
10.3 Conclusions 
10.3.1 What influences male motorcyclists’ well-being and health-
relevant behaviour?  
The study concludes that factors associated with being a biker or a motorcyclist make a 
measurable difference in men’s well-being. Irrespective of their physiological and mental 
health status, MMs’ mental well-being notably exceeded the English population average 
for the same period and both surveys used the sWEMWBS (Stewart-Brown et al, 2009). If 
reflecting my large-scale purposive sample, in 2012 MMs in the UK were predominantly 
married (or otherwise partnered), ethnically ‘white – British’ and in paid work. The study 
concludes that marital status and passing formal advanced rider training are significantly 
associated with MMs’ perceived well-being.  
 
The study concludes that age, alcohol consumption profile and adherence to traditional 
masculinity ideologies are all significantly associated with MMs’ riding speed on public 
roads and with health-relevant behavioural and social risk-taking. It also concludes there 
are significant associations between MMs’ main riding affiliations and salient factors such 
as self-categorised social identification, well-being and voluntary risk-taking practices.  
 
 
10.3.1.1  Unique contributions to knowledge 
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➢ My large-scale quantitative dataset identifying a dominant demographic profile 
for MMs is unique. UK DVLA datasets do not join demographic and machine data. 
 
➢ Web-based survey administration with 1752 MMs (aged 16 to 77) extends the 
scope of both the sWEMWBS’292 and MRAS’293 (Cronbach’s α .856 and .725, 
respectively).  
 
➢ Identifying, pre-survey and jointly with MMs, a tentative typology of UK 
motorcycling affiliations is new to knowledge of men’s leisure. Identifying the 
salience of motorcycling affiliation to MMs’ self-categorised social identity, well-
being and voluntary risk-taking practices contributes uniquely to theorising men, 
masculinities and leisure. 
 
➢ The finding that formal Advanced Rider-trained MMs report significantly better 
personal well-being and take significantly fewer behavioural risks of the kind 
measured contributes uniquely to theorising men’s health and men’s leisure-
related well-being.  
 
➢ Noting that younger male motorcyclists who drink alcohol problematically on a 
weekly, daily or almost daily basis, who are willing to take bike-led risks in their 
close social relationships and adhere significantly more traditional masculinity 
ideologies also ride significantly faster on public roads contributes uniquely to 
                                                     
292 The short Warwick-Edinburgh Mental Well-Being Scale (Stewart-Brown et al, 2009). 
293 The Male Role Attitude Scale (Pleck et al, 1993 a,b). 
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theorising men’s health, social aspects of men’s well-being and also to road safety 
debates. 
 
 
10.3.2 What are male motorcyclists’ understandings of health and 
well-being, and how are they expressed? 
This study concludes from thematic analyses of 33 autobiographical semi-structured 
interviews that male motorcyclists are neither disinterested nor health naïve, but their 
prioritisation of health relates directly to the immediacy of other demands. Health and 
the amelioration of ill-health were concrete and performative, typically gauged by MMs’ 
retention of physical motility, motorcycling identities (with/without a motorcycle) and 
independence (eg of pills, prosthetics). Health was ‘common sense’. Health was intuited 
salutogenically and MMs were philosophical about its challenges. The three strongest 
influencers of MMs’ understandings of health, well-being and health behaviour were: 
• Previous exposure to their own or others’ physical and/or mental ill-health;  
• Homosocial edgework practices; and, for a minority 
• Intrapersonally- and socially-rewarding competitive sport participation leading to 
peer-reinforced health compliance, linked to enhanced social identification and 
group cohesion.  
 
The study concludes that MMs’ responses to health messages mostly vacillate between 
qualified/reluctant compliance and resistance due to health’s abstract nature, and MMs’ 
lack of trust and resistant attitudes to perceived coercion and control. Health compliance 
was adjunctive, facilitating competitive sports participation or maintenance of post-illness 
lifestyle. 
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Building from Robertson (2006a, 2007) on men ‘controlling excess’, MMs’ voluntary risk-
taking excess was not always controlled among partnered men or fathers, unless children 
were young. The study concludes that many older, married MMs initiate edgework and 
that social/intrapersonal rewards from edgework exert more influence on MMs’ health-
relevant sense-making and behaviour than health messages, which often rely on what are 
perceived as abstract, sometimes feminised discourses and imagery.  
 
The study concludes that MMs’ general motorcycling praxis and riding edgework initialise 
positive reward mechanisms conflating competence, mastery, voluntary risk-taking and 
personal agency. These vitalise MMs’ sense of health and well-being, identity and hope in 
life’s perpetuation. The study concludes that MMs’ edgework embodies their well-being 
sociologically and behaviourally as voluntary risk-taking, which causes many men health-
related cognitive dissonance.  
 
 
10.3.2.1  Unique contributions to knowledge 
➢ British motorcycling is mainstream, male-dominated, populous and socially 
diverse. Thus, identifying three strong drivers for MMs’ understandings of health, 
well-being and health behaviour contributes uniquely to theorising all men’s 
health, men’s responses to health promotion and the role of voluntary risk-taking 
in men’s well-being and leisure. 
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➢ Noting that MMs include high proportions experiencing their own and/or 
significant others’ mental and/or physical ill-health/accident contributes unique 
insights into how those factors influence men’s help-seeking, engagement with 
public health promotion messages and voluntary risk-taking. 
 
➢ Offering the application of general motorcycling praxis and edgework as a men’s 
health hermeneutic is a unique contribution to theorising men’s health-relevant 
sense-making, men and masculinities.  
 
 
10.3.3 How do male motorcyclists’ health, well-being and gendered 
social practices converge?  
Building from Robertson’s (2006a) ‘push-pull’ model of lay men’s health and traditional 
masculinity, the study concludes that MMs are similarly ambivalent towards health, but 
this is more sociological than psychological, and their ambivalence overlooks gender. The 
study concludes that the ‘masculinity’ concept may not have much utility for most lay 
men. MMs either do not recognise ‘masculinity’ at all or, if they do, recognise it using 
stereotypically negative tropes. Conversely, ‘maleness’ is preferred, easily defined by this 
research population and reflects coveted culturally-mythologised group characteristics. 
 
The study concludes that all MMs’ well-being involves complex, multifaceted social and 
behavioural trade-offs between self-identity, social expectations and culturally-valued 
risk-taking practices linked to masculinity capital and negotiating gendered social selves.  
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This study concludes, given data convergence on guilty pleasures, gendered sociality and 
prevalence of physiological and/or mental ill-health among men interviewed, that among 
MMs’ with mental health conditions, health praxes are contingent on perceived mental 
well-being impacts.  
 
The study concludes, given data convergence on MMs’ social praxes, that MMs routinely 
display applied diagnostic, mechanical, engineering and creative design skills irrespective 
of professional background. Nonetheless, trades, engineering, IT, logistics, medicine and 
the armed forces were prevalent among those interviewed. 
 
Closely related to the above, the study concludes that MMs are insightful, intuitive and 
proactive providers of informal, frequently innovative self-help interventions. Also, that 
MMs’ health help-seeking is most effectively carried out reciprocally and non-intrusively 
in supportive, machine-led environments. 
 
 
10.3.3.1  Unique contributions to knowledge 
➢ The finding that ‘maleness’ is an easily-defined, positively-associated and coveted 
signifier enabling MMs’ self-acceptance has health promotion practice 
implications. It is cohesive and avoids endorsing negative aspects of traditional 
masculinity/negative stereotyping. This is a unique contribution to theorising.  
 
➢ Pinpointing that, in the presence of mental ill-health conditions, MMs’ health 
praxes are contingent on perceived mental well-being impacts is a unique 
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contribution to knowledge of men’s health and has clear health promotion 
practice implications. 
 
➢ Recognising MMs’ proactive predisposition towards peer-led, informal care-giving 
is a unique contribution to knowledge of men’s health that has clear healthcare 
and health promotion practice implications. 
 
➢ Identifying that MMs’ embodiment of health and well-being as sociological, 
performative and experiential is lies the crux between health, well-being and 
gendered socially-identified voluntary risk-taking contributes uniquely to 
theorising men’s health, well-being and leisure.  
 
10.4 Summarising the study in tabular format 
The following table gives a tabulated summary of the study enabling ready assessment of 
its key methodological features, inferences and value-added scope appears. It is followed 
by an evaluation of its policy and practice implications. 
 
Table 28. The Study’s key methodological features, inferences and value-added scope (cf. 
Creamer, 2018: 137,149) 
Rationale 
 and Purpose 
Convergence Agreement, partial-agreement, 
silence and dissonance 
Sample Type Identical (nested) Purposive  
Priority Equally-weighted Mutually informed 
Timing of Data 
Collection 
Concurrent Survey open July-December 2012 
Interviews Sept-December 2012 
Timing of Data 
Analysis 
 
Quantitative Qualitative 
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Mixing Design Element N/Y Example/s 
Fully integrated? No Self-rated health not covered 
by survey; interviews covered 
perceived health extensively  
Design? Yes One quantitative, one 
qualitative, one specifically 
mixed research question 
Qualitative comments left in 
survey informed SSIs 
Data collection? Yes Survey data determined 
interview sample selection 
Data analysis? Yes Sample convergence 
Thematic co-occurrence 
Inferences? Yes Meta-inference 
Meta-inference Experiential and social rewards from voluntary risk-taking exert 
stronger influence on men’s sense of well-being than 
compliance with health messages and health-related social 
practices. 
a. Quantitative 
conclusions 
Men’s marital status and riding skills were strongly connected to 
their subjective well-being and behavioural risk-taking practices. 
Men’s age, degree of social identification and level of adherence 
to trad masculinity ideologies were strongly connected to their 
voluntary social, financial and/or behavioural risk-taking 
practices.   
b. Qualitative 
conclusions 
 Men’s public health orientations were most driven by previous 
exposure to ill-health and/or accident, homosocial edgework 
rewards and, for a few, participation in competitive sport that 
led to peer-led, group-reinforced compliance. 
Men’s well-being was more strongly connected to their 
gendered group norms and the rewards of voluntary risk-taking 
than their [health perceptions, behaviours and help-seeking] 
were influenced by current public health strategies, which many 
men resisted. 
Value-added 
The study delivers fresh insight into relations between men’s intrapersonally and 
socially reward-motivated voluntary risk-taking and health-relevant sense-making 
(refer to Chapters 7, 8, 9 and 10) 
The study’s socially-identified male sample, aged 16-77, was typically ‘white–British’, 
married, in paid employment and had notably higher mental well-being than English 
population averages for the same period (Health Survey England; Ng Fat et al, 2017) 
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Men with mental and physical ill-health conditions comprised over 60% of the nested 
interview sample, reflecting uniquely on the interface between health, well-being and 
leisure praxes. This suggests that men with similar conditions may be over-represented 
in the research population 
The study used graphic displays (geographical, thematic and code co-occurrence maps, 
Venn diagrams) facilitating conceptual, methodological and inter-group comparisons 
The study’s adoption of the previously-validated short Warwick-Edinburgh Mental 
Well-Being Scale (Stewart-Brown et al, 2009) and Male Role Attitude Scale (Pleck et al, 
1993a) with a novel socially-identified research population extends their scope, given 
high assessed internal consistency values (Cronbach’s α .856 and .725, respectively) 
The study piloted a tentative typology of dominant riding affiliations found in British 
motorcycling created with input from members of the research population 
 
  
 
10.5 Policy and practice implications 
If theorisations of men’s health typically use traditional (hegemonic) masculinity as their 
organising concept when pathologising it but ‘masculinity’ has little utility for lay men, 
that suggests a mismatch between logics. This may be an important factor to consider 
when framing and evaluating health promotion initiatives. 
 
Better understanding how men experience, then retain their sense of health (especially 
during help-seeking) is paramount. If my qualitative sample is indicative of men generally, 
then their capacity for unique, innovative problem-solving strategies so often applied in 
caring informally for their peers and, by extension, for themselves must be acknowledged 
and accounted-for when framing policy and designing male-centric interventions (Patrick 
and Robertson, 2016). MMs’ proactive adoption of informal peer-led care-giving and 
gravitation toward motorcycle-led riding and social groups harmonises with the spirit of 
Men’s Sheds. MMs resist formal healthcare interventions but are globally-recognised 
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supporters of male health issues.294 MMs continue to perceive healthcare (oral care 
included) and health promotion as feminised, despite high-profile calls for male-centric 
approaches to be embraced where needed. MMs’ are socially and culturally diverse. It 
would be feasible to capitalise on men’s receptivity to video and arts-based online health 
promotion interventions (Bottorff et al, 2015; King et al, 2018; Lohan et al, 2015) by 
creating ‘biker’-specific content delivered alongside their registration pages for health-
related charity rides. And, sensitive interlocutors aiming to build rapport and rebuild lost 
trust via strategic partnerships that harness established networks (eg Royal British Legion 
Riders, Institute of Advanced Motorcyclists) would be able to facilitate that process.  
 
Validating my tentative riding affiliation typology and re-examining voluntary risk-taking 
profiles would enable targeted strategic health and road-safety interventions and help to 
identify appropriate hegemonic exemplars. That data would also provide unique shared-
interest entry-points to motorcycling’s publicly-accessible groups and/or potentially feed 
a ‘Bikers’ Health’ presence on social media and in motorcycling publications. Ultimately, 
the conclusions drawn by this study advocate collectively for meeting men on their own 
terms, in relevant contexts and, crucially, providing health opportunities that affirm and 
build from men’s existing health interests and respect their “deeper instinct to find their 
own way” when pressurised to conform to external guidance (White, 2006).  
 
  
                                                     
294 See for example, the Distinguished Gentleman’s Ride at: 
https://www.gentlemansride.com/rides/england, the TELUS Canada Ride for Dad at: 
http://www.ridefordad.ca/, or the Motorcycle Action Group/ Christian Motorcyclists’ Association Love Your 
Nuts Motorcycle Rally for testicular cancer at: http://rushden.mag-uk.org/events.php?q=nuts. 
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Appendix 1. Summarising dominant models of well-being (models and 
references are not exhaustive). 
 
Model Definition Key Features Advantages Disadvantages 
PERMA 
(‘Well-being 
Theory’; 
Seligman, 
2011) 
SWB well-being 
requires the 
presence of 5 
essential elements: 
Positive emotion; 
Engagement; 
positive 
Relationships; 
Meaning; and 
Accomplishment. 
The 5 elements must 
all be present and 
people need to seek 
a balance of each to 
achieve long-lasting 
well-being 
Intuitively 
optimistic 
conceptualisatio
n; also ‘Positive 
emotion’ is said 
to encompass 
both life 
satisfaction and 
happiness 
(Seligman, 
2011) 
Presumes 
existence of 
intrinsic drive 
for 
accomplishme
nt and 
individuals’ 
capacity to 
strive for 
better well-
being is intact. 
Limited in 
conditions 
such as 
entrenched 
depression 
Genetic 
predispositio
n (also 
known as 
‘set point’) 
The stable 
component of SWB 
well-being exists at 
genetically 
determined and 
maintained ‘set 
point’ (like body 
temp) (Suh, Diener 
& Fujita, 1996; 
Lykken & Tellegen, 
1996) 
Life may take you 
above/below your 
set-point, but 
hedonic adaptation 
will always return 
you to your ‘setting’ 
(Cummins, 2010) 
Encourages 
optimism (‘my 
present lack of 
well-being will 
pass, because 
that’s how I’m 
programmed’) 
(eg Lucas, 2007) 
‘Passive 
agency’ model 
has limited 
applications 
for conditions 
such as 
entrenched 
depression 
Personality 
 SWB well-being 
levels are primarily 
determined by 
one’s stable 
personality traits & 
related life choices 
(De Neve & Cooper, 
1998) 
People have an 
internal baseline for 
their SWB 
External shocks 
may result in 
short-lived 
effects (Headey 
& Wearing, 
1989) 
Presumes 
transience of 
life event 
impact; fails to 
account for 
impact of 
intrinsic/ 
extrinsic 
aspirations on 
SWB (Romero, 
Fraguela & 
Villar, 2012) 
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Model Definition Key Features Advantages Disadvantages 
Self-
Determinati
on 
Both SWB and 
eudaimonic well-
being results from 
the fulfilment of 3 
basic needs 
(autonomy, 
relatedness & 
competence (Ryan 
& Deci, 2001) 
Psychological 
thriving requires the 
right nutriments & 
well-being can 
either be 
facilitated/undermin
ed depending on 
what it/isn’t present 
Accounts for all 
aspects of a 
fruitful life 
(psychological 
growth; 
integrity; the 
experience of 
vitality, self-
congruence and 
well-being) 
Requires the 
underpinning 
of self-
actualisation 
and that all 
nutriments be 
in balance for 
well-being to 
be attained? 
Rational 
Agency 
SWB is determined 
objectively by 
adopting & pursuing  
self-determined 
activities/relationshi
ps (Raz, 2004) 
‘the wholehearted 
and successful 
pursuit of 
intrinsically 
worthwhile 
relationships and 
activities’ (Raz, 
2004) 
Fits well with 
the other 
models 
Not 
everyone’s 
judgement of 
the activities 
and 
relationships 
worth 
adopting and 
pursuing may 
be ‘sound’ 
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Appendix 2. Notes on masculinity’s Psychoanalytic antecedents. 
 
Masculinity and femininity have been favourites with sex role theorists and social 
psychologists since early 1900s, but the ‘masculinity’ construct was introduced to the 
mainstream via the clinical insights of Sigmund Freud (1856 to 1939). The first of the main 
gender theories emerged from Freudian psychoanalysis and this continues to exert 
demonstrable influence, through its role in the development of masculinity as an applied 
construct. Freud, the progenitor of psychoanalysis, argued the centrality of fatherhood in 
the socialisation of boys’ identities. This even extended to fantasies of patricide (the 
Oedipus complex) during what Freud termed the ‘phallic’ stage of development (boys 
aged 3 to 6 years). The Oedipus complex pivoted on his notion of the unconscious, which 
Freud posited as the place where related, sexualised ideas and emotions were banished 
via the process of dynamic repression. By 1960, applications of masculinity derived almost 
exclusively from Freud’s psychoanalytic doctrines despite the conceptual confusion that 
arose when they were closely examined (Bronfenbrenner, 1960).  
 
Contemporaneous with Freud was Carl Gustav Jung (1875 to 1961). Jung posited the 
existence of introvert and extrovert personalities and has been attributed with founding 
analytical psychology. He also developed thinking on archetypes. These he saw as held in 
balance within the person, and socially/environmentally constructed. Modern Jungians 
are said to view feminism as linked to reassertion of the feminine archetype (Connell, 
2005). Freud and Jung collaborated between 1907 and 1912, but Jung could not accept 
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Freud’s theory that sex was the sole determinant of action. They parted company when 
Jung published a conflicting theory of the unconscious.  
 
Austrian psychiatrist Alfred Adler (1870 to 1937) offered the ‘masculine protest’ concept 
into the mix. Masculine protest denoted a cluster of personality traits arising in men or 
women as overcompensations for feelings of inferiority and rejection of the feminine 
role, although it was then refined to apply only to women (Colman, 2012). Karen Horney 
(1885 to 1952) then posited pre-Oedipal femininity in boys, claiming that masculinity 
emerged later from over-reactions to femininity grounded in the subordination of 
women. Horney focused on interpersonal relations. She did not align with Freud on 
women, nor did she agree that men’s and women’s psychology was sex-based. Horney 
saw these as culturally- and socially-led, rather than biological (Calhoun, 2002).  
 
Theorising psychoanalysis and gender also achieved prominence in discussions between 
French writer and philosopher, Jean-Paul Sartre (1905 to 1980) and essayist/ novelist 
Simone de Beauvoir (1908 to 1986). Sartre found the ‘empirical psychoanalytic’ 
perspective was too mechanical and generalised, introducing ‘existential psychoanalysis’, 
a taxonomy-based explanation of self-knowledge. In this, Sartre explored the notion that 
gendered identities are not fixed and may often be contradictory. Simone de Beauvoir 
similarly refused to accept that gender resulted from the imposition of deterministic 
norms on individuals’ sexual development. Existential psychoanalysis saw gender as the 
outworking of different ways of life, rather than reflecting fixed character types. De 
Beauvoir was first to position women formally as ‘other’ to the male subject (see Le 
Deuxième Sexe, 1949, or its 2010 translation) and her book was credited as the starting-
point of second-wave feminism (starting in the early 1960s in America and spreading over 
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time throughout the developed world). It is a classic work in feminist studies (Moran, 
2000). 
 
Appendix 3: Statement of Purpose, Confidentiality and Consent to Share 
Information 
 
Survey: 
My name is Sue Brown. I'm researching how riding bikes and the social aspects 
of motorcycling may influence men's health and sense of well-being. I've owned and 
ridden motorcycles since 1974.  
 
Will you take part in my Survey? It takes around 15 minutes, is aimed at UK riders and 
covers your bike, riding preferences and some aspects of your health and social 
behaviour. 
 
PRIZE DRAW – Finish the Survey and you get the chance to enter a free prize draw for 
either £50 in cash, or, by arrangement, a £50 voucher to spend at your favourite 
motorcycle store. The draw will be made on 12 Dec 2012. 
 
All data collected by this Survey is CONFIDENTIAL, ENCRYPTED and NON-IDENTIFIABLE. It 
will be kept securely in accordance with the Data Protection Act 1998 and used for 
research purposes only.  
 
I will be given a choice to 'opt in' to the free Prize Draw on completion of the full survey. If 
I choose to enter, my contact details will not be published or shared (other than to 
confirm the winner's identity). 
 
o Yes - I want to take the Survey and understand I can withdraw at any time 
o No - I do not wish to take part 
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Appendix 4: Survey contents, reader-friendly version 
 
 
Motorcycling, Wellbeing and Men's Health Survey 
 
Introduction: 
Motorcycling is what we do, right? And riding is what lifts the soul, come rain or shine – 
I know it is for me. 
 
My name is Sue Brown. I'm researching how riding bikes and the social aspects 
of motorcycling may influence men's health and sense of well-being. I've owned and 
ridden motorcycles since 1974.  
 
Will you take part in my Survey? It takes around 15 minutes, is aimed at UK riders and 
covers your bike, riding preferences and some aspects of your health and social 
behaviour. 
 
PRIZE DRAW – Finish the Survey and you get the chance to enter a free prize draw for 
either £50 in cash, or, by arrangement, a £50 voucher to spend at your favourite 
motorcycle store. The draw will be made on 12 Dec 2012.  
 
Okay - let's get started... 
 
Confidentiality and Consent: 
All data collected by this Survey is CONFIDENTIAL and ENCRYPTED. It will be kept securely 
in accordance with the Data Protection Act 1998 and used for research purposes only.  
 
I will be given a choice to 'opt in' to the free Prize Draw on completion of the full survey. If 
I choose to enter, my contact details will not be published or shared (other than to 
confirm the winner's identity).  
 
 Yes - I want to take the Survey and understand I can withdraw at any time 
 No - I do not wish to take part 
If No is selected, then skip to end of survey. 
 
1. Do you currently own/ride (drive) a motorcycle / trike? 
 Yes 
 No 
If No is selected, then skip to end of survey. 
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2. Are you... 
 Male 
 Female 
If Male is selected, then skip to 3. ‘What is your...’ 
 
If Female selected, respondents presented with the following paragraph: 
In comparison to women, UK health research finds men more likely to die younger and 
experience a range of physical conditions. It also generally finds men more likely to be 
alcohol dependent, or commit suicide. The same research finds that men also 
resist health promotion and health-related help seeking even when they know it's what 
they need. 'Traditional' masculinities (strong, silent, stoic, competitive, virile) have been 
linked with the sort of health-related inequalities described.  
The motorcycling environment is historically one of hyper-masculinity, so my Survey is 
designed chiefly for the exploration of male motorcyclists' health, wellbeing and social 
identity. However, female riders’ responses are welcomed too, should you wish to 
continue. Thank you.  
 
3. What is your... 
First name INITIAL ONLY 
Surname INITIAL ONLY 
UK First-part Post Code (such as EC4) 
UK Last-part Post Code 
Your Age 
 
4. Is your MAIN or only motorcycle...? (choose one only from the options below) 
 
 Standard Road Spec for the Model 
 Customized BODY ONLY 
 Customized ENGINE ONLY 
 Customized BOTH Body and Engine 
 Off-Road Use Only 
 A Trike 
 A Trike adapted for Disability 
 Adapted for Disability but NOT a Trike 
 Other (please specify) ____________________ 
 
5. Think about your MAIN or only motorcycle - what MAKE is it?      (choose one option 
from the drop-down list below) 
 
APRILIA 
BMW 
BSA 
BUELL 
BULTACO 
CAGIVA 
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COSSACK 
CZ 
DUCATI 
ENFIELD 
HARLEY-DAVIDSON 
HONDA 
HUSQVARNA 
HYOSUNG 
INDIAN 
JAWA 
KAWASAKI 
KTM 
LAVERDA 
MATCHLESS 
MOTO MORINI 
MOTO GUZZI 
MV AUGUSTA 
MZ 
NORTON 
SUZUKI 
TRIUMPH 
URAL 
VELOCETTE 
YAMAHA 
OTHER BRITISH CLASSIC 
OTHER NON-BRITISH CLASSIC 
OTHER NON-CLASSIC ROAD BIKE (Any) 
OTHER NON-CLASSIC OFF-ROAD BIKE 
(Any
 
 
6. Tell me a bit more about your main or only motorcycle: 
What MODEL is it? 
What ENGINE SIZE is it? 
How OLD is it (in years)? 
 
7. What formal training and tests have you taken and PASSED?  
(Note: Tick all that apply) 
 
❑ Basic CBT 
❑ A2 Restricted (aged 17+) 
❑ Direct Access  
❑ Theory and Hazard Perception Test 
❑ DSA Motorcycle Module 1 
❑ DSA Motorcycle Module 2 
❑ DSA Instructor Test or similar 
❑ Old-Fashioned Full M/C License 
❑ Institute of Advanced Motorcyclists Skill for Life or similar 
❑ Any other (for example, from another country) Please Specify: 
____________________ 
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8. What speed are you happiest riding at in good weather on a clear A-Road that is NOT a 
dual carriageway or motorway?     
NOTE: Drag the bar to change the speed – and note that 1-10 is equal to 10-100 mph 
 
 0 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10 
 
 
9. What speed are you happiest riding at in good weather on a British motorway (or 
equivalent)  
NOTE: Drag the bar to change the speed – and note that 1-10 is equal to 10-100 mph 
 
 0 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10 
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10. How well do these statements reflect your riding habits?  
(please give one response per line) 
 
 
 
11. Do you ever ride with a pillion (any)?  
 Yes 
 No 
If No is selected, then skip to 12. ‘Now think about motorcycle maintenance…’ 
 
 Never Rarely Some of the 
time 
Often Always 
I use my bike 
to commute 
to work 
          
I ride alone           
I ride with 
one or more 
male riders 
          
I ride with 
one or more 
female riders 
          
I ride with a 
mixed-gender 
group of 
riders 
          
I tour alone 
(UK / Europe) 
          
I tour with 
friends (UK / 
Europe) 
          
I race 
competitively 
or ride at 
track-days 
          
I ride off-road 
(motoX, dirt, 
or similar) 
          
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If ‘Yes’ is selected 
 
11a. When you ride with a pillion, does it change the way you ride? 
 Yes 
 No 
If No is selected, then skip to 12. ‘Now think about motorcycle maintenance…’ 
 
If ‘Yes’ is selected 
 
11b. How does it change the way you ride?   (for example: faster, slower, more likely to 
show off a bit, more careful)     (respondent presented with unlimited free-text box) 
 
 
12. Now think about motorcycle maintenance - what jobs do you routinely carry out on 
your main or only bike? 
 
 
 
 I never do this 
myself 
I sometimes do 
this myself 
I often do this 
myself 
I always do this 
myself 
Check the oil 
and tyre 
pressures 
        
Check and 
adjust the chain 
tension (if you 
have one - 
enter ‘never’ if 
not) 
        
Full service 
including oil 
change 
        
Diagnose faults 
and replace 
simple parts 
        
Rebuild or 
upgrade the 
engine 
        
Customize its 
style or 
paintwork 
        
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13. Are you presently... (please choose one option from the drop-down list below) 
 Single 
 Married 
 Separated 
 Divorced 
 Widowed 
 Living or Settled with Opposite Sex Partner 
 Living or Settled with Same-Sex Partner 
 Same-Sex Civil Partnership 
 Prefer not to say 
 
 
14. ETHNICITY is about how you see yourself. It is a characteristic of a person, as specified 
by the person themselves. Please choose the category that best describes you from 
the drop-down list below. 
 
 White - British 
 White - Irish 
 Any other White background 
 White and Black Caribbean 
 White and Black African 
 White and Asian 
 Indian 
 Pakistani 
 Bangladeshi 
 Any other Asian background 
 Caribbean 
 African 
 Any other Black background 
 Chinese 
 Any other ethnic group 
 Prefer not to say 
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15. What is your employment status?   (please choose one option from the drop-down list 
below) 
 
 In Full-time paid work (any) 
 In Part-time paid work (any) 
 In UNPAID work (e.g. carer) 
 In Full-time Education or Training 
 On Disability Living Allowance 
 Not in paid work (on Benefits other than DLA) 
 Not in paid work (but NOT on Benefits) 
 Self-Employed 
 Retired 
 Prefer not to say 
 
 
16. Now, thinking about life satisfaction, please answer the following questions… 
 
 
 
 1 
(not 
at 
all) 
2 3 4 5 6 7 8 9 10 
(completely) 
Overall, how 
satisfied are 
you with 
your life 
nowadays? 
                    
Overall, to 
what extent 
do you feel 
the things 
you do in 
your life are 
worthwhile? 
                    
Overall, how 
happy did 
you feel 
yesterday? 
                    
Overall, how 
anxious did 
you feel 
yesterday? 
                    
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17. Below are some statements about feelings and thoughts. Please tick the box that best 
describes your experience of each over the last 2 weeks.  
 
“Short Warwick Edinburgh Mental Well-being Scale (SWEMWBS) © NHS Health Scotland, University of 
Warwick and University of Edinburgh, 2007, all rights reserved.” 
 
 
 
 None of the 
time 
Rarely Some of the 
time 
Often All of the 
time 
I’ve been 
feeling 
optimistic 
about the 
future 
          
I’ve been 
feeling 
useful 
          
I’ve been 
feeling 
relaxed 
          
I’ve been 
dealing with 
problems 
well 
          
I’ve been 
thinking 
clearly 
          
I’ve been 
feeling close 
to other 
people 
          
I’ve been 
able to make 
up my own 
mind about 
things 
          
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18. Now, think about what you believe about 'being a man'.    Say how much you agree or 
disagree with the following statements... 
 
 
 
  
 Disagree a Lot Disagree a 
Little 
Agree a Little Agree a Lot 
It is essential 
for a guy to get 
respect from 
others 
        
A man always 
deserves 
respect from his 
wife and 
children 
        
I admire a guy 
who is totally 
sure of himself 
        
A guy will lose 
respect if he 
talks about his 
problems 
        
A young man 
should be 
physically 
tough, even if 
he’s not big 
        
It bothers me 
when a guy acts 
like a girl 
        
I don’t think a 
husband should 
have to do the 
housework 
        
Men are always 
ready for sex 
        
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19. Do you drink alcohol? 
 Yes 
 No 
If No is selected, then skip to 19. ‘Do you smoke…?’If Yes is selected, then respondents… 
19a. Now, thinking about how much and how often, please answer the following 4 
questions  (give one response per line) 
 
NOTE: 1 drink = 1/2 pint of beer or 1 glass of wine or 1 single spirits.  
 
Please answer openly and honestly - don't forget this Survey is anonymised. 
 
 
 Never Less than 
monthly 
Monthly Weekly Daily or 
almost daily 
How often 
do you have 
8 or more 
drinks on 
one 
occasion? 
          
How often 
during the 
last year 
have you 
been unable 
to remember 
what 
happened 
the night 
before 
because you 
had been 
drinking? 
          
How often 
during the 
last year 
have you 
failed to do 
what was 
normally 
expected of 
you because 
of drinking? 
          
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If ‘Yes’ is selected, and ‘Are you FEMALE?’ is selected ‘Yes’, then respondents shown:  
 
19a. Now, thinking about how much and how often, please answer the following 4 
questions  (give one response per line) 
 
NOTE: 1 drink = 1/2 pint of beer or 1 glass of wine or 1 single spirits.  
 
Please answer openly and honestly - don't forget this Survey is anonymised. 
 
 
 
 Never Less than 
monthly 
Monthly Weekly Daily or 
almost daily 
How often 
do you have 
8 or more 
drinks on 
one 
occasion? 
          
How often 
during the 
last year 
have you 
been unable 
to remember 
what 
happened 
the night 
before 
because you 
had been 
drinking? 
          
How often 
during the 
last year 
have you 
failed to do 
what was 
normally 
expected of 
you because 
of drinking? 
          
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If ‘Do you drink?’ is ‘Yes’, then respondent asked: 
 
19b. In the last year, has a friend or relative, or a doctor or other health worker been 
concerned about your drinking or suggested you cut down? 
 No, never 
 Yes, on one occasion 
 Yes, on more than one occasion 
 
20. Do you smoke cigarettes? 
 Yes 
 No 
If No is selected, then skip to 20. ‘How do you see yourself?’ 
 
If ‘Do you smoke…?’ is ‘Yes’, then respondent asked: 
 
20a. On a typical day, how many do you smoke?  (choose one option only) 
 
 Fewer than 5 
 5 to 10 
 10 to 20 
 More than 20 
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21. How do you see yourself?  Please click on how much you AGREE or DISAGREE with the 
statements 
 
 
22. Male motorcycle riders that helped design this Survey used the following words 
to describe other men who ride motorcycles. Tick all the words that you feel most apply 
to you...  
 
 Disagree 
Completely 
Disagree  
a Lot 
Disagree 
a Bit 
Agree a 
Bit 
Agree a 
Lot 
Agree 
Completely 
I see myself 
as a Biker 
(Motorcyclist) 
            
I am pleased 
to be a Biker 
            
I feel strong 
ties with 
other Bikers 
            
I identify with 
other Bikers 
            
At times I 
have chosen 
motorcycling 
over personal 
relationships 
            
At times I 
have hidden 
what I spend 
on my 
motorcycle, 
or my bike-
related social 
life 
from family 
or friends 
            
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❑ Loyal 
❑ Irritating 
❑ Dedicated 
❑ Mature 
❑ All-year Rider 
❑ Aggressive 
❑ Simple 
❑ Church-Goer 
❑ Adaptable 
❑ Thrill-Seeker 
❑ Loner 
❑ Story-teller 
❑ Boring 
❑ Nostalgic 
❑ Uncompromising 
❑ Arrogant 
❑ Thoughtful 
❑ Independent 
❑ Practical 
❑ Professional 
❑ Spiritual 
❑ Experienced 
❑ Middle-Aged 
❑ Educated 
❑ Dangerous 
❑ Safe 
❑ Fashion-conscious 
❑ Family Man 
❑ Poser 
❑ Eco-friendly 
❑ Lawful 
❑ Reckless 
❑ Secretive 
❑ Older / Retired 
❑ A bit Wild Hogs 
❑ Anarchistic 
❑ Black leather/old school 
❑ Sometimes selfish 
❑ Maybe a bit obsessive 
❑ Ambitious 
❑ Warm 
❑ Competitive 
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23. Do you belong to any motorcycle-specific clubs, owners groups, action groups, or 
associations? 
 Yes 
 No 
If ‘No’ is selected, then skip to 23. ‘Do you read any Motorcycling publications…?’ 
 
23a. If ‘Yes’ is selected, then respondent asked: 
Of those you belong to, which one (or ones) do you play an active part in? 
NOTE: If any MC members complete this - just type in A Motorcycle Club 
1. 
2. 
3. 
 
24. Do you read any Motorcycling publications? (either hard copy or on-line) 
Examples: MCN, Bike Mag, Back Street Heroes, Classic Bike, 100% Biker, RiDE, Club 
or other group Newsletter 
 Yes 
 No 
If ‘No’ is selected, then skip to 24. ‘And finally, if you had to choose one...’ 
 
 
 
24a. If ‘Yes’ is selected, then respondent asked: 
Which Motorcycling publications do you read most often ...?  
1. 
2. 
3. 
 
25. And finally, if you had to choose one motorcycling affiliation you’d feel most 
comfortable with from the ones below - which one would it be? 
 Performance-style Road Riders   
 Off-Road / Dirt-Bike Riders 
 Advanced Expert Riders 
 Daily and Commuter-style Riders   
 Classic Bike Enthusiasts 
 Old-School Black Leather 
 Mostly Race or Track-day Rider 
 Adventure Tourers 
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Congratulations, you have completed the Survey - now here’s your chance to enter the 
PRIZE DRAW!!! 
 
 The PRIZE DRAW will be made on 12th December 2012 and The WINNER will be 
contacted by email. You can choose from £50 in cash or, by arrangement, a £50 
voucher from your favourite motorcycle store. The name of the winning entrant will be 
available by application through the Centre for Research for Health and Wellbeing, 
Faculty of Wellbeing and Social Sciences, University of Bolton, Deane Road, Bolton BL3 
5AB. Mark all enquiries ‘Sue Brown - Prize Draw Results’ 
 
26. Would you like to enter now? 
 
 Yes please! 
 No thank you 
 
If ‘No thank you’ is selected, then skip to 26. ‘If you want to comment on the place of 
bikes and riding in your life (or feedback on the survey as a whole), please feel free to use 
this box’ 
 
If ‘Yes please!’ is selected, then respondents asked: 
 
26a. Thanks for completing my Survey. To be entered into the free PRIZE DRAW, please 
add your contact details below. 
Your Name:   ____________________________ 
Your Email Address ____________________________ 
 
Supplementary Question: 
 
27. This research also includes listening to male motorcyclists’ experiences and views 
on health, well-being and what it’s like to be a man in British motorcycle culture. If you 
want to be considered for the Interview phase, please indicate below: 
 
 YES - I would like to be considered (type in valid email address) 
____________________ 
 NO - I do not wish to be considered 
 
28. If you want to comment on the place of bikes and riding in your life (or feedback on 
the survey as a whole), please feel free to use this box: 
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Appendix 5: Filter questions’ branch- and skip- logic (as exported from 
QUALTRICS). 
 
Introduction and demographics section: 
 
All data collected by this Survey is CONFIDENTIAL, ENCRYPTED and NON-
IDENTIFIABLE. It will be kept securely in accordance with the Data Protection Act 
1998 and used for research purposes only.  
 
</P>  <P> </P>  <P> I will be given a choice to 'opt in' to the free Prize Draw on 
completion of the full survey. If I choose to enter, my contact details will not be published 
or shared (other than to confirm the winner's identity). </P> 
 
 Yes - I want to take the Survey and understand I can withdraw at any time 
 No - I do not wish to take part 
If No - I do not consent to ta... Is Selected, Then Skip To End of Survey. If Yes - I consent 
to taking p... Is Selected, Then Skip To Do you currently own/ride (drive) a m... 
 
Do you <EM><U>currently</U></EM> own/ride (drive) a motorcycle / trike? 
 Yes 
 No 
If No Is Selected, Then Skip To End of Survey 
 
Are you... 
 Male 
 Female 
If Male Is Selected, Then Skip To What is your... 
 
Answer If Are you... <span style="font-size: 16px">Female</span> Is Selected 
<P><STRONG> </P>  <P><STRONG> 
In comparison to women, UK health research finds men more likely to die younger and 
experience a range of physical conditions. It also generally finds men more likely to be 
alcohol dependent, or commit suicide. The same research finds that men also 
resist health promotion and health-related help seeking even when they know it's what 
they need. 'Traditional' masculinities (strong, silent, stoic, competitive, virile) have been 
linked with the sort of health-related inequalities described.  
The motorcycling environment is historically one of hyper-masculinity, so my Survey is 
designed chiefly for the exploration of male motorcyclists' health, wellbeing and social 
identity. However, female riders’ responses are welcomed too, should you wish to 
continue. Thank you.  
</STRONG><STRONG><?xml:namespace prefix = o ns = "urn:schemas-microsoft-
com:office:office" /><o:p></o:p></STRONG></P>  
<P></STRONG><STRONG> <o:p></o:p></STRONG></P>  
<P><STRONG>Sue</STRONG><STRONG><o:p></o:p></STRONG></P>  <P> </P> 
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Motorcycling praxis section: 
 
Do you ever ride with a pillion (any)?  
 Yes 
 No 
If No Is Selected, Then Skip To Now think about motorcycle maintenanc... 
 
Answer If Do you ever ride with a pillion (any)?  <span style="font-size: 
16px">Yes</span> Is Selected 
When you ride with a pillion, does it change the way you ride? 
 Yes 
 No 
If No Is Selected, Then Skip To Now think about motorcycle maintenanc... 
 
Answer If When you ride with a pillion, does it change the way you ... <span style="font-
size: 16px">Yes</span> Is Selected 
How does it change the way you ride?   (for example: faster, slower, more likely to show 
off a bit, more careful) 
 
 
Do you belong to any motorcycle-specific clubs, owners groups, action groups, or 
associations? 
 Yes 
 No 
If No Is Selected, Then Skip To   Do you read any Motorcycling&n... 
 
Answer If Do you belong to a MC, or motorcycle-specific&nbsp;clubs,... <span style="font-
size: 16px">Yes</span> Is Selected 
Of those you belong to, which one (or ones) do you play an active part in?<br /> NOTE: If 
any MC members complete this - just type in A Motorcycle 
Club${q://QID71/ChoiceTextEntryValue/1}${q://QID71/ChoiceTextEntryValue/2}${q://QID7
1/ChoiceTextEntryValue/11}${q://QID71/ChoiceTextEntryValue/12} 
1. 
2. 
3. 
4. 
 
<P>Do you read any Motorcycling publications?    (either hard copy or on-line)</P>  
<P>      </P>  <P><SPAN style="FONT-SIZE: 19px">Examples: MCN, Bike Mag, Back 
Street Heroes, Classic Bike, 100% Biker, RiDE, Club or other group 
Newsletter</SPAN></P> 
 Yes 
 No 
If No Is Selected, Then Skip To And finally, if you had to choose one... 
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Answer If    Do you read any&nbsp;Motorcycling&nbsp;publications?&nb... <span 
style="font-size: 16px">Yes</span> Is Selected 
Which Motorcycling publications do you read most 
often ...?${q://QID34/ChoiceTextEntryValue/1}${q://QID34/ChoiceTextEntryValue/2}${q://
QID34/ChoiceTextEntryValue/3} 
1. 
2. 
3. 
 
 
 
Health behaviour section: 
 
Do you drink alcohol? 
 Yes 
 No 
If No Is Selected, Then Skip To Do you smoke…? 
 
Answer If Do you drink…? <span style="font-size: 16px">Yes</span> Is Selected And Are 
you... <span style="font-size: 16px">Male</span> Is Selected 
<P>Now, thinking about how much and how often, please answer the following 4 
questions  (give one response per line)<BR><BR><EM>NOTE: 1 drink = 1/2 pint of beer 
or 1 glass of wine or 1 single spirits. <EM></EM> Please answer openly and honestly - 
don't forget this Survey is anonymised. </EM></P> 
 
FAST for MEN here 
 
Answer If Do you drink? <span style="font-size: 16px">Yes</span> Is Selected And Are 
you... <span style="font-size: 16px">Female</span> Is Selected 
<P>Now, thinking about how much and how often, please answer the following 4 
questions  (give one response per line) <BR><BR><EM> NOTE: 1 drink = 1/2 pint of beer 
or 1 glass of wine or 1 single spirits. <EM></EM> Please answer openly and honestly - 
don't forget this Survey is anonymised.</EM></P> 
 
FAST for WOMEN here (women’s 2012 sensible drinking guidelines showed fewer units) 
 
Answer If Do you drink? <span style="font-size: 16px">Yes</span> Is Selected 
In the last year, has a friend or relative, or a doctor or other health worker been concerned 
about your drinking or suggested you cut down? 
 No, never 
 Yes, on one occasion 
 Yes, on more than one occasion 
 
Do you smoke cigarettes? 
 Yes 
 No 
If No Is Selected, Then Skip To How do you see yourself?  &... 
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Answer If Do you smoke…? <span style="font-size: 16px">Yes</span> Is Selected 
On a typical day, how many do you smoke?  (choose one option only) 
 Fewer than 5 
 5 to 10 
 10 to 20 
 More than 20 
 
 
How do you see yourself?  Please click on how much you AGREE or DISAGREE with the 
statements 
SOCIAL IDENTIFICATION measure HERE 
 
 
Prize Draw and Interview Invitation section: 
 
 
<p>  <span style="color: #0000ff"><em><strong><span style="background-color: 
#ffff00">Congratulations, you have completed the Survey - now here’s your chance to 
enter the PRIZE DRAW!!!</span></strong></em></span></p> <p>   </p> <p>  The 
PRIZE DRAW will be made on 12th December 2012 and The WINNER will be contacted 
by email. You can choose from £50 in cash or, by arrangement, a £50 voucher from your 
favourite motorcycle store. The name of the winning entrant will be available by 
application through the Centre for Research for Health and Wellbeing, Faculty of 
Wellbeing and Social Sciences, University of Bolton, Deane Road, Bolton BL3 5AB. Mark 
all enquiries ‘Sue Brown - Prize Draw Results’</p> <p>   </p> <p>  Would you like to enter 
now?</p> 
 
 Yes please! 
 No thank you 
If No thank you Is Selected, Then Skip To If you want to comment on the place of bikes 
and riding... 
 
Answer If    Thanks for completing my Survey - now&nbsp;here’s y... <em><span 
style="font-size: 16px">Yes please!</span></em> Is Selected 
<P>To be entered into the free PRIZE DRAW, please add your contact details below.</P> 
Your Name 
Your Email Address 
 
This research also includes listening to male motorcyclists’ experiences and views 
on health, well-being and what it’s like to be a man in British motorcycle culture. If you 
want to be considered for the Interview phase, please indicate below: 
 YES - I would like to be considered (type in valid email address) 
____________________ 
 NO - I do not wish to be considered 
 
<p>  If you want to comment on the place of bikes and riding in your life (or feedback on 
the survey as a whole), please feel free to use this box:</p> 
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Appendix 6. Survey recruitment business cards. 
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Appendix 7: Semi-Structured Interview Topics and Prompts 
 
 
Most studies about people who ride motorcycles have focused on the excesses of so-
called ‘biker’ culture, or been leisure studies, or have looked at road safety and the 
analysis of risk. Few have been related to meanings men associate with being part of the 
motorcycling community in relation to health and well-being. I’m interested in whether 
being a motorcyclist influences these aspects of your life. I’ll ask you to talk about your 
own experiences, but you needn’t get deeply personal unless you want to. 
 
 
Starter Topic (Identification): Biker or Motorcyclist? – What’s the difference? Which are 
you? 
 
 
Other Topics: Biking Biography 
• What was your first bike? How old were you when you got it? Who 
introduced you to it? Why did you get one when you did? Where does the 
bike fit in with your family/friends now? How important is riding to how 
you see yourself? 
 
 
Describe yourself as a Biker (Motorcyclist)... Have you done any specific training? What? 
Why? 
 
 
Does your motorcycling have a social side? What do you value most about it? 
• Prompts: family, friends, spannering, clubs, rallies, austerity 
 
 
How well do your social worlds ‘knit’ together? (bike and non-bike?) 
• Which parts fit particularly well or poorly? Why do you think that is? 
• What about things you might do as a biker that might make you 
uncomfortable outside your biking circle…? 
 
 
Thinking about Health – what does ‘health’ mean to you? What contributes to ‘health’? 
• If you were trying to explain what health is to someone who had never 
heard of it, what would you say? What contributes to it? 
• What about things you DO that make you healthy...  
• What about things you DON'T DO that would make you healthier if you did 
them… 
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Thinking about public health – government health messages like healthy eating, 
sensible drinking and so on – how do you think that men in general might feel 
about/respond to them? 
• What do you think that’s about?  
• What tend to be your own responses to those messages?  
 
 
Thinking about Well-being – what does the term ‘well-being’ mean to you?  
• If you were trying to explain what ‘well-being’ is to someone who had 
never heard of it, what would you say? What contributes to it? 
• What kinds of things do you DO that enhance your sense of well-being? 
• Have you ever done things that give you a sense of well-being / buzz even 
though you’ve not been sure they’re ‘good for you’? Talk about that… 
• What about the notion of spirituality? Where does that ‘fit’ in with biking? 
(At all?) 
 
 
Thinking about ‘Being a Man’ – what does the term ‘masculinity’ mean to you? 
• What qualities make a man ‘masculine’ – what don’t?  
• Think about ‘being a man’ - what comes to mind?  
• What does it mean to you to ‘be a man’?  
 
 
As this study is mostly interested in well-being and health, is there anything we haven’t 
talked about that you feel is too important to miss out? 
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Appendix 8. Personal Communication: Charles Seaford (NEF) to Sue Brown. 
 
 
________________________________ 
From: charles seaford [charles.seaford@neweconomics.org] 
Sent: 01 July 2013 11:38 
To: Brown, Susan 
Subject: Presentation of swb measures 
 
I think this is the paper you were interested in. 
 
Happy to answer any questions you have 
 
Charles 
 
Charles Seaford 
Head of the Centre for Wellbeing 
nef (new economics foundation) 
3 Jonathan Street 
London SE11 5NH 
+44 20 7820 6300 (switchboard) 
+44 20 7820 6336 (direct) 
07803086546 (mobile) 
Your support can help nef demonstrate and persuade that a different way of doing things, which 
puts people and the planet first, is not only desirable but also 
possible.  Visit http://www.neweconomics.org/support-us to learn more 
 
 
DISCLAIMER: This e-mail is confidential and should not be used by anyone who is not the original 
intended recipient. If you have received this e-mail in error please inform the sender and delete it 
from your mailbox or any other storage mechanism. 
 
Nef does not accept liability for any statements made which are clearly the sender's own and not 
expressly made on behalf of nef. 
 
Please note that nef does not accept any responsibility for viruses that may be contained in this e-
mail or its attachments and it is your responsibility to scan the e-mail and attachments (if any). 
______________________________________________________________________ 
This email has been scanned by the Symantec Email Security.cloud service. 
For more information please visit http://www.symanteccloud.com 
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The presentation of well-being measures 
Charles Seaford 13 April 2011 
1. This paper is in response to Stephen Hicks’s presentation, “Measuring national well-being: 
Presentation of subjective well-being estimates”. It addresses the following questions:- 
• Should ONS present an average figure or a threshold figure? 
• Should ONS present change or point in time estimates? 
• How should ONS present the distribution of well-being? 
• Should ONS present domain satisfaction? 
• Should responses to two or more of the subjective well-being questions be 
aggregated for the purposes of the headline number? 
It also reiterates the points made in our paper ‘Measuring our Progress’ in favour of 
publishing a set of 8-10 ‘drivers of well-being’, ie the objective measures shown to 
have a strong relationship with subjective well-being and considered important by the 
public.  
2. We draw on Paul Dolan and Richard Layard’s ‘Notes on the measurement of well-being.’ 
Dolan and Layard are primarily concerned with the measures as aids to policy making. As they 
put it: “we should always think of our measures as potential metrics in a Treasury analysis of 
costs and benefits”. We agree entirely295. However the measures will have limited influence 
over actual policy making if they do not achieve salience with the public and thus with 
ministers – they must be good ‘political indicators’. Dolan and Layard do not, and do not 
intend to, deal with this requirement in any detail and in this paper we do – we focus on 
‘headline’ measures. Of course users of the Green Book and journalists may have different 
requirements, but raw data can be presented in different ways for different purposes and 
audiences provided the connection between the different formats is clear and transparent. 
Average or threshold? 
3. Note that this issue is not the same issue as “dichotomous versus scalar measures” as 
discussed by Dolan and Layard. It is quite possible to use a scalar measure and then apply a 
threshold to the results. 
4. Threshold measures have several advantages over averages: 
• They have more intuitive meaning – to say that 30% of the population fall below a 
certain threshold is, depending on the threshold, to say something important; to 
say that we have achieved 72% satisfaction is, in itself, meaningless (movement in 
the average is not meaningless but it is still movement in something 
meaningless).  
• They start to communicate distribution of well-being – particularly if a relatively 
low threshold is used (but see below on distribution) 
                                                     
295 We are working on some of the frameworks that will be needed to make this possible 
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• They are likely to show more year on year change than averages and therefore 
attract interest – there is a real danger that averages will continue to stagnate (or 
that variations are simply ‘noise’),  discrediting the entire process from a political 
point of view, destroying any traction well-being measures have; however this is 
an empirical question and we are currently conducting an analysis of the year on 
year changes that different thresholds and an average would have generated in 
the British Household Panel Survey. 
• As a result of the above characteristics, the public are more likely to hold 
politicians to account for them – ie they have more political salience.   
5. There are four potential disadvantages of using a threshold:- 
• the choice of threshold may appear arbitrary – however it would be possible to 
identify the point on the scale which equates most closely to the tipping point in a 
dichotomous survey; alternatively two points could be chosen (see below under 
distribution) possibly using a more sophisticated method to pick these (further 
work needed on this) 
• even if a meaningful point is chosen, it may appear to present a false dichotomy, 
whereas policy makers will be interested in a continuous scale - however 
averages can still be used as secondary measures if they are needed by policy 
makers 
• it may lead to distorted emphasis on shifting people from just below to just above 
the threshold – however given the remoteness of the headline measure from 
specific policy outcomes this seems a relatively remote concern: we are not 
setting targets for  GCSE passes 
• it may make it more difficult to make international comparisons since agreement 
has to be reached on what the thresholds are and the kind of analysis 
recommended here may produce different optimum thresholds for different 
countries – however on the assumption that the base data is made available it 
will always be possible to make comparisons at alternative threshold level or 
indeed on the basis of the mean; international comparisons are important, but 
primarily for political purposes and cannot therefore trump the need for salient 
measures   
Change or point in time? 
6. Clearly both will need to be published. If a threshold measure is published then we 
believe this will have sufficient salience to stand on its own – it will be similar to the 
unemployment rate, which is a point in time not a change number. If, despite our 
recommendation, an average figure is published, then, fairly obviously, a change figure 
will need to be used as the headline – in the same way that the inflation rate (rather than 
the RPI) or the growth rate (rather than GDP) are the headline numbers.  
Distribution 
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7. Our original recommendation296 was for a ‘Gini coefficient’ of well-being. However we do 
not now think this is the most effective way of communicating well-being distribution, 
both because it is a somewhat technical formula and because it does not draw attention 
to particularly low scores. Similarly we think that standard deviation will fail to get much 
traction with the public. We now think that this may be better achieved by a second 
threshold figure – for example ONS could publish those failing to achieve 5 as well as 
those failing to achieve 7. It is important that the thresholds are seen to be meaningful. 
We suggest that both the number of those currently scoring below the thresholds, and 
the meaning of alternative thresholds to survey respondents (which can be researched, 
potentially through the Opinions survey) are relevant to this 
8. We assume that breakdowns can be given for all main socio-economic, demographic and 
geographically defined groups.   
Domains 
9. We recommend that the Opinions survey is used to establish the relative importance of 
different domain satisfactions to overall well-being as determined by subjective 
measures. Given the importance of non-domain factors to overall well-being, we 
recommend that the relative importance of a particular domain satisfaction is presented 
as a percentage share of the influence of all forms of domain satisfaction, rather than as 
the contribution pure and simple to well-being (which will be low).  
10. We believe that objective measures of well-being will prove to have more salience as 
drivers of well-being than domain satisfaction measures – we return to these below under 
‘objective measures’.  
Aggregation 
11. We have argued strongly against aggregating objective and subjective measures. However 
we want to argue here for aggregating the answers to the four subjective questions. This 
is because there can be only one headline measure, and only one quantity used in cost 
benefit analysis. If aggregation does not take place and one question is chosen – say life 
satisfaction – then the other three questions, which all capture very important 
components of well-being, will in effect have been jettisoned.  
12. Three arguments are sometimes produced in favour of taking just one question, none of 
which stand up to examination.  
• First it is sometimes said that aggregating different measures involves some 
arbitrary weighting and this is undesirable. This is true in a sense – but the 
arbitrariness is unavoidable: selecting just one question is also arbitrary. You are 
in effect weighting one question at 100% and the other three at 0%.   
• Second, some people just think that life satisfaction is much the most important 
measure and that therefore the other three should be jettisoned, or weighted at 
0%. We feel it is too late to re-open this question, which was extensively 
discussed before the decision was taken on which four questions to include. We 
                                                     
296 In Measuring our Progress 
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argued then, and continue to argue, that one question is subject to measurement 
error and in any case does not capture the complexity of well-being.   
• Finally some will argue that the questions capture different constructs that don’t 
factor together and therefore combining them in a single index is incoherent. We 
have considerable sympathy with this view and were the purpose of the index 
primarily to advance the intellectual debate we would agree with it. However that 
is not the purpose of the index. It is rather to communicate as best we can the 
well-being of the nation as experienced by a broad cross-section of people living 
in it. The four constructs are sufficiently close, in the minds of lay people if not 
well-being experts, for the index to remain comprehensible as a measure of this – 
in a way that a composite of subjective and objective measures for example 
would not be.  
13. We suggest that the four questions are weighted equally. This is, as already noted, 
arbitrary but any weighting will be, and this at least is transparent.  
Drivers of well-being 
14. Our understanding is that objective as well as subjective measures of well-being will be 
published. In line with our earlier recommendations, we recommend now that these 
objective measures are branded as a set of ‘Drivers of Well-being’ (DoW) and are chosen 
partly on the basis of the statistical relationships that are established between them and 
the headline subjective measure. We believe that if they are not clearly branded as 
drivers and based at least partly on these statistical relationships, then there are several 
dangers:- 
a. There will be no clear understanding amongst the public or journalists what the 
status or significance of these numbers is – they will simply be more data from 
the ONS 
b. The choice of objective indicators may appear arbitrary or political 
c. The headline subjective indicator may seem, in the popular mind, to have nothing 
to do with the kind of things that politicians influence (which will seem to be  
better captured by existing numbers such as the growth, inflation and 
unemployment rates) and hence fail to achieve the kind of political salience that 
is required for well-being measures to influence policy. 
15. Finally, we make the obvious point that measures of sustainability are not measures of 
well-being. They are, of course, vitally important, but the two concepts must not be 
confused, and certainly not by ONS! 
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Appendix 9. Email from Frances Taggert, giving permission to use the 
sWEMWBS. 
 
________________________________________ 
From: Taggart, Frances [mailto:Frances.Taggart@warwick.ac.uk] 
Sent: Tue 28/08/2012 16:39 
To: Brown, Susan 
Subject: RE: WEMWBS Short Form - urgent request 
 
Hi Sue 
I'm attaching the paper that describes the development of SWEMWBS (the short form). 
If you want to see how it has been used in a population there has been a recent report of 
that which is: 
North West Mental Wellbeing Survey 2009 report: 
http://www.nwph.net/nwpho/publications/NorthWestMentalWellbeing%20SurveySumm
ary.pdf  
 
Best wishes 
Frances 
________________________________________ 
From: Taggart, Frances [mailto:Frances.Taggart@warwick.ac.uk] 
Sent: Wed 20/06/2012 13:26 
To: Brown, Susan 
Subject: RE: WE Scale - permission to use request 
 
Dear Sue 
Thank you for your registration form.  We will be happy for you to use the WEMWBS for 
this. 
The NHS Health Scotland website below will give access to the user guide and the 
questionnaire: 
http://www.healthscotland.com/understanding/population/Measuring-positive-mental-
health.aspx  
The validation paper for ages 16 to 74 in the UK is available at: 
Tennant R, Hiller L, Fishwick R, Platt P, Joseph S, Weich S, Parkinson J, Secker J, Stewart-
Brown S. The Warwick-Edinburgh Mental Well-being Scale (WEMWBS): development and 
UK validation http://www.hqlo.com/content/pdf/1477-7525-5-63.pdf  
 
Best wishes 
Frances 
________________________________ 
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Appendix 10. Scoring the Risk Composite Variable. 
 
 
Original Variables/Values and Transformed Variables/Values used for RISKTOTAL 
 
Original Variable: FASTSCORE:  
Original Values: 
(1) Non-drinker 
(2) Some alcohol use but not known to be problematic 
(3) Hazardous or harmful alcohol use monthly or less than monthly 
(4) Hazardous or harmful alcohol use weekly, daily, or almost daily 
NULL 
 
Transformed variable: RF1 
Transformed values: 
(1) Non-drinker; and Some alcohol use, but not known to be problematic 
(3) Hazardous or harmful alcohol use monthly or less than monthly 
(5) Hazardous or harmful alcohol use weekly, daily, or almost daily 
NULL 
 
 
Original Variable: SMOKE 
Original values: 
(0) No 
(1) Yes 
NULL 
 
Transformed variable: RF2 
Transformed values: 
(0) No 
(5) Yes 
NULL 
 
 
Original variable: UKAROADSpeed 
Original values: 
Self-selected riding speeds available incrementally by 10s, from 30 to 100 miles per hour. 
NULL 
 
Transformed variable: RF3 
Transformed values: 
(1) No risk apparent (based on 10mph buffer) = ≤70 mph 
(3) Some risk apparent = 80mph (20mph over National Speed Limit) 
(5) Some risk apparent = 90mph and over (30+mph over National Speed Limit) 
NULL 
 
 
Original variable: 
UKMWAYSpeed 
Original values: 
Self-selected riding speeds available incrementally by 10s, from 50 to 100 miles per hour. 
NULL 
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Transformed variable: RF4 
Transformed values: 
(1) No risk apparent (based on 10mph buffer) = ≤80 mph 
(3) Some risk apparent = 90mph (20mph over National Speed Limit) 
(5) Some risk apparent = 100mph (30 mph above the National Speed Limit) 
NULL 
 
 
Table 1. Eligibility Grid for RISKTOTAL, showing all 54 possible scoring combinations from R1-R4 
and number of individual survey respondents eligible for that specific combination (N=1734). 
 
Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
70 or Less (1) 70 or Less (1) 3 862 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
70 or Less (1) 90 (3) 5 96 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
70 or Less (1) 100 (5) 7 11 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
80 (3) 70 or Less (1) 5 67 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
80 (3) 90 (3) 7 47 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
80 (3) 100 (5) 9 19 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
90 or More (5) 70 or Less (1) 7 3 
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Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
90 or More (5) 90 (3) 9 19 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Non-
smoker (0) 
90 or More (5) 100 (5) 11 23 
         
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 70 or Less (1) 70 or Less (1) 8 174 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 70 or Less (1) 90 (3) 10 30 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 70 or Less (1) 100 (5) 12 7 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 80 (3) 70 or Less (1) 10 20 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 80 (3) 90 (3) 12 15 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 80 (3) 100 (5) 14 3 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 90 or More (5) 70 or Less (1) 12 4 
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Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 90 or More (5) 90 (3) 14 4 
Non-drinker; and 
Some alcohol 
use, but not 
known to be 
problematic (1) 
Smoker (5) 90 or More (5) 100 (5) 16 7 
          
Hazardous or 
Harmful Alcohol 
Use Monthly or 
Less than 
Monthly (3) 
Non-
smoker (0) 
70 or Less (1) 70 or Less (1) 5 92 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
70 or Less (1) 90 (3) 7 12 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
70 or Less (1) 100 (5) 9 0 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
80 (3) 70 or Less (1) 7 7 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
80 (3) 90 (3) 9 17 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
80 (3) 100 (5) 11 5 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
90 or More (5) 70 or Less (1) 9 0 
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Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
90 or More (5) 90 (3) 11 6 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Non-
smoker (0) 
90 or More (5) 100 (5) 13 4 
          
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 70 or Less (1) 70 or Less (1) 10 26 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 70 or Less (1) 90 (3) 12 5 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 70 or Less (1) 100 (5) 14 2 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 80 (3) 70 or Less (1) 12 5 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 80 (3) 90 (3) 14 6 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 80 (3) 100 (5) 16 1 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 90 or More (5) 70 or Less (1) 14 0 
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Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 90 or More (5) 90 (3) 16 0 
Hazardous or 
harmful alcohol 
use, monthly or 
less than monthly 
(3) 
Smoker (5) 90 or More (5) 100 (5) 18 2 
          
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
70 or Less (1) 70 or Less (1) 7 55 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
70 or Less (1) 90 (3) 9 12 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
70 or Less (1) 100 (5) 11 1 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
80 (3) 70 or Less (1) 9 6 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
80 (3) 90 (3) 11 8 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
80 (3) 100 (5) 13 3 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
90 or More (5) 70 or Less (1) 11 0 
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Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
90 or More (5) 90 (3) 13 2 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Non-
smoker (0) 
90 or More (5) 100 (5) 15 2 
          
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 70 or Less (1) 70 or Less (1) 12 24 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 70 or Less (1) 90 (3) 14 3 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 70 or Less (1) 100 (5) 16 1 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 80 (3) 70 or Less (1) 14 4 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 80 (3) 90 (3) 16 2 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 80 (3) 100 (5) 18 2 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 90 or More (5) 70 or Less (1) 16 1 
 547 
 
Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 A-
Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 
90 mph = 3; 
100 mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 90 or More (5) 90 (3) 18 2 
Hazardous or 
harmful alcohol 
use weekly, daily, 
or almost daily 
(5) 
Smoker (5) 90 or More (5) 100 (5) 20 5 
          
 
Table 2. Individual respondents not meeting the inclusion criterion for ‘Risk’ (N=18). 
 
Risk Factor 1 - 
Alcohol 
(FASTforRISK) 
Risk Factor 
2 - Smoke 
Risk Factor 3 
A-Road Speed 
(≤70 mph=1; 
80 mph = 3; 
90+ mph = 5) 
Risk Factor 4 - 
M-WAY Speed 
(≤80 mph=1; 90 
mph = 3; 100 
mph = 5) 
Proxy 
Voluntary 
Risk-taking 
Total 
No Male 
Motorcyclists 
with this Risk 
profile 
1 0 1 #NULL! #NULL! 7 
5 0 1 #NULL! #NULL! 1 
#NULL! #NULL! 1 1 #NULL! 6 
#NULL! #NULL! 3 1 #NULL! 1 
#NULL! #NULL! 3 3 #NULL! 2 
#NULL! #NULL! 5 5 #NULL! 1 
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Appendix 11. Code Progression and Thematic Development Maps. 
 
I reviewed my codes repeatedly, testing one against another for duplication, I de-coded some excerpts and collapsed codes into one another 
(eg codes under ‘Health Promotion Awareness and Beliefs’). I deleted some entirely. As a very ‘visual’ person, being able to map the process 
at all stages was vital for detecting patterns developing across the data. In the first few months, I got completely bogged down as I tried to 
develop my analysis. At that time, I was trying to juggle, mentally, my comprehension of this large-scale and highly complex information, 
whilst also being subject to repeated total absence from it, due to caring for my elderly mother. Figures 1 and 2 show my initial coding 
schema and developed (not final) themes, produced using the MAXQDA software’s mapping function. Figure 1 shows my initial thematic 
map. My developed themes are shown in Figure 2 and Figure 3 provides an overview of the final themes and subthemes. 
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Figure 1. Initial thematic map, showing fifteen main themes. 
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Figure 2. Developed thematic map, showing six main themes. 
 
I settled on four main thematic areas: Health and well-being (with four subthemes: being healthy, doing health, constructing health and 
Health Promotion); Masculinity and Me; Me and Motorcycling; and What Am I Like, which comprised a limited range of personal traits 
inferred from men’s accounts. I also coded extracts relating to significant others’ appearance in the data. Figure 3 shows my final themes.  
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Figure 3. Overview of the four final themes and subthemes.
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